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Abstract
This paper assesses the need to articulate standard protocol in regards to decision making and
monitoring of biomedical and ecosystem health in Canadian Aboriginal communities. This
is critical, as standards in Aboriginal communities are applied by external regulators.
Absence of collaboration between the Aboriginal community, healthcare institutions, and the
federal government has perpetuated the deterioration of health among Aboriginal people
through structural violence. This thesis utilizes toxicity results from the University of
Western Ontario’s Ecosystem Health Team’s biomonitoring study of Walpole Island First
Nation, which reveals that the absence of community input regarding health standards,
combined with a fear of ecosystem toxicity, specifically methyl-mercury toxins in regional
flora and fauna, has resulted in high stress and anxiety levels among community members
relying on traditional foods for sustenance at Walpole Island First Nation.
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Chapter One
Introduction
1.1 Thesis Overview
This thesis represents a compilation of research which ultimately describes how one
community has made lemonade out of lemons. The current climate for Aboriginal
healthcare in Canada places many Aboriginal communities in a structurally violent
environment; however, the Walpole Island community represents an example of
community involvedness which, I find, transcends the “normal” or conformist approach
to setting standards concerning ecosystem and health standards.
While generally beneficial in its capacity to involve different levels of
stakeholders and incorporate all manner of academic disciplines, this thesis aims to
navigate some of the difficulties that often arise when interdisciplinary work is initiated.
Awareness of these difficulties prior to initiating my thesis project allowed me the
opportunity to seek out various theoretical and methodological “solutions” from
anthropology and public health in attempts to preconceive potential issues.
Overall, my thesis project represents a small niche in two larger on-going
projects. First, I aim to examine the notion of standards and how First Nations, who I feel
should have the loudest voice, are often drowned out, when and if they are invited to the
table in regards in various levels (governmental or industrial) of standard setting. Second,
in conjunction with a previously performed biomonitoring study regarding contamination
of the St.Clair River, I work to navigate some of the above-mentioned interdisciplinary
challenges in order to aid the Walpole Island First Nation community in the production of
a localized food consumption guideline.

1.2 Chapter Overview
This introductory chapter serves as an outline for the thesis indicating the overall purpose
and objectives as well as providing a contextual beginning or birthplace for where and
how my research began. In this chapter I will lay out a conceptual needs assessment
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created prior to conducting fieldwork and an overview of how such an exercise is
beneficial for applied anthropological work.

1.3 Conceptual Overview
1

To begin, it is important to note that Aboriginal research cannot be done effectively or
move forward progressively without a candid discussion concerning colonialism. While
interested research parties, whether they are academic, governmental, or Aboriginal, may
disagree concerning the ongoing prevalence of colonialism, the lasting historical effects
of colonialism must indeed be considered contemporary. In the Canadian case, but also in
other settler-state colonies, trust is the primary barrier to effective research. Through
acknowledging history, especially in relation to dispossession of land and residential
schools, the reason for mistrust of western researchers or the Canadian Government by
Aboriginal people becomes apparent. Simply put, residential schools were implemented
by the Federal Government to make “the Indian problem go away” (Barsh and DiazKnauf 1984:6). By removing children from their families and culture, and placing them in
residential schools designed to assimilate them into white society, decades of damage,
both physical and psychological, has been done. Further, scholars have often failed to
respond to community needs or share their research results.
It is here that the importance of history becomes apparent as there are some gross
inconsistencies in the rationale the Federal Government gave for implementing
residential schools. The reasons given to justify residential schools have become a part of
history and, consequently, are often taken at face value to support many of the
stereotypes that non-Aboriginal (and some Aboriginal) people believe today concerning
this country’s first people. In A Post-Colonial Analysis of Healthcare Discourses
Addressing Aboriginal Women, Browne and Smye (2004) examine how postcolonial
theory can provide methods for research “with” as opposed to “on” Aboriginal

1

Aboriginal is a blanket term used to make reference to First Nations, Inuit, and Metis in the Canadian population. I
would like to recognize that each of these groups is distinctly different and thus I will use individual terms when
referring specifically to one group or another.
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communities. The authors draw on postcolonial theory to change contemporary
constructions of Aboriginal reality in the healthcare realm.
In this article, the authors focus on postcolonial discourses that are most relevant
to health and healthcare. Othering, racialization, and culture, are presented as the most
relevant in terms of healthcare because they project assumed cultural characteristics,
stereotyped identities, and alienating difference onto a cultural group (Browne and Smye
2004). Browne and Smye (2004:21) indicate that residential schools were imposed as a
tool, a way of preserving the health of Aboriginal children since their “negligent” and
“ignorant” mothers were too ill-equipped, both of knowledge and supplies, to properly
care for the health of their children. They also document that nurses working in
residential schools, who were Federally mandated to enforce attendance, argued that the
children were placed in residential schools because Aboriginal mothers were themselves
like children, that they were not clean, and that cleanliness in the home was overlooked
and therefore that Aboriginal infant mortality rates were high (Browne and Syme
2004:21). This stereotype of “the dirty Indian” persists today. Because of this, and other
negative stereotypes that emerged in the Canadian historical past, it is common for nonAboriginal Canadians to envision poverty, dependency, and drug and alcohol abuse as
Aboriginal racial characteristics. This has an inevitable effect on how Indigenous persons
are perceived, and treated in health care facilities.
In relation to colonization and history, Hanson (1989) touches upon the issue of
invention, in his article “The Making of the Maori: Culture Invention and Its Logic”. In
this article, Hanson examines how anthropologists can play a role in the making of
history through taking the role of inventor often inadvertently; he also demonstrates that
invented history can become an acknowledged part of culture both by Indigenous and
non-Indigenous people. While Hanson (1989) maintains that invention is an ordinary
occurrence in the development of anthropological discourse, this can become
problematic. Postcolonial discourse has caused a paradigm shift in which culture and
tradition are redefined. Invented history is now coming under scrutiny, and the Maori (as
well as other Indigenous groups) are now understood to be type-cast and stereotyped
based on an invented history with colonial roots.
Lila Abu-Lughod’s (1999) Writing against Culture reiterates the above-
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mentioned idea. She reinforces the notion that culture as a term erases the internal
differences among the people it seeks to describe. The term ‘culture’ creates
generalizations in order to generate patterns. Abu-Lughod proposes that using
ethnography of the particular will allow one to “see” the individual and the anomalies
across individuals that are present and that do not fit into the pattern or generalization.
She stresses that it is the individuals, and not culture, that make a person who they are.
Writing against culture seeks to individualize people, as individuals are too complex to be
lumped together to form a culture. This position stands to overcome the dualistic
tendencies of “us” and “them”.
In relation to research, the issue of theory and field methods evoke the concept of
“anthropology at home”. This phrase depicts how Indigenous persons are writing about
their culture from an insider’s perspective. Linda Tuhiwai Smith (1999) examines this
notion of “anthropology at home” from an Indigenous [Maori] perspective. TuhiwaiSmith scrutinizes writing history and theory and examines how Indigenous persons see
these representations as particularly important since this is how they are portrayed to the
world. Tuhiwai-Smith (1999:28) indicates that Indigenous people want the opportunity to
“rewrite and reright” themselves in history, to take the opportunity to tell the Indigenous
version of the story. Historically, societies that had exclusively oral traditions were
viewed as inferior; it is now beginning to be acknowledged, not just in Canadian
Aboriginal communities but from Indigenous groups and persons all over the world, that
Indigenous people want to account for themselves (Tuhiwai-Smith 1999:35). Having
someone write your story for you is an outdated method in a globalised world, in which
they are no longer “exotic” communities untouched by civilization. Tuhiwai-Smith’s
theory creates research-based connections for me when contemplating research in the
field. Anthropologically speaking, ethnography, in the classical Malinowski style, is no
longer a valid method of research. Globalisation has changed the world and traditional
anthropology, with repercussions for traditional ethnographic fieldwork that has been
done in the last hundred years. Indigenous groups that were written about when they
perhaps still maintained an oral tradition, or did not speak, read, or write in the language
the ethnographer published in, are now coming forward to do just as Tuhiwai-Smith
(1999:28) suggests, “rewrite and reright” themselves because they felt misrepresented in
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ethnography.
Ortner (1995:178), however, acknowledges a glaring complexity, especially
related to gender studies. Ortner invokes the example of women; minorities within a
marginalized group, they often are not permitted to speak of inequality for fear that the
marginalized group as a whole will lose the appearance of solidarity. Returning to
Browne and Smye (2004), who promote the use of postcolonial theories, they also
examine the critiques of these theories, which like Tuhiwai-Smith’s work, forces me to
make connections and reflect upon anthropological theory. The critique of postcolonial
discourse that focuses on “the presumption of an essentialized, shared experience of
colonization among members of a group” (Browne and Syme 2004:25) mirrors the
theoretical debate concerning the use of the term “culture” and the limitations of
practicing cultural ethnography. The decolonizing solution is emulated in Abu-Lughod’s
(1999:141) inclusion of feminist or “halfie” theory. She iterates that the group is the “us”
while other anthropologists are the “other” as the feminists and “halfies” share a common
element with those that they study. “Halfies” have identities in both the realm in which
they study, and the realm in which they do research, and it is this dynamic that provides
an outsider perspective; however, it cannot hide the fact that a “halfie” is an insider too.
In my case, I am an anthropologist as well as a feminist woman. It is important to note
that while I am not Aboriginal, my ties to other women through being a woman can
create a space where I am an insider – especially in relation to health. Tuhiwai-Smith
(1999:13-14) however, reiterates that this in-between position can be problematic. She
concludes that Western research and Indigenous research are polarized because of the
lack of, or denial of, respect shown by Western researchers, compared to the intrinsic
respect embedded in the life experience of Indigenous researchers creates a problematic
polarity. Yet, despite such problems, there has been a surge in interest in Indigenous
research, and by addressing colonization and historical context, relationships between
Aboriginal people and non-Aboriginal scholars can begin to mend; trust can become
established once again.
Reflecting upon these concepts in relation to my own area of research, it is
important for me to attempt to relate theoretical concepts to Aboriginal health policy
implementation. In this arena, because of the difficult history between Canadian
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Aboriginal people and the Canadian Government, decolonization is essential in providing
health care that is culturally appropriate. The need for culturally appropriate health care
is demonstrated by Helle Møller (2010). In her work, Møller examines the prevalence of
tuberculosis (TB) in Nunavut and how the Inuit experience with healthcare in that region
may be the cause of such a high incidence rate. In 2005, Møller indicated that there are 30
times more cases of active TB in Nunavut than in the rest of Canada (a number which has
increased exponentially today). This epidemic2, which would cause direct government
intervention in London, Ontario, for example, has inspired me to draw on theory of
cultural safety. Cultural safety is a response, in part, to the cultural inappropriateness and
insensitivity of health services for Aboriginal Canadians. The concept was developed as
a critical lens through which to examine interactions between the Maori in New Zealand
and primarily non-Indigenous healthcare service providers (Anderson et al. 2003). This
reasoning stemmed from observations and experiences of health care providers and
researchers revealing that Indigenous peoples tended not to use mainstream health care
services. This observation reflected a trend that the majority of Indigenous persons would
not present to a healthcare facility at any or advanced stages of disease progression.
Those who did present for treatment demonstrated non-compliance and often dropped out
before the end of treatment (Anderson et al. 2003). Cultural safety, it can be argued,
prompts critical thinking about the relationship between health care providers, facilities,
and patients. By moving the direction of analysis away from Indigenous culture and
focusing on the “culture of health care”, one can examine how health care approaches and
practices can be marginalizing in themselves (Browne and Smye 2004).
Ethical considerations in research are gradually becoming more decolonized. In
2007, the Canadian Institutes of Health Research (CIHR) released guidelines pertaining
to health research involving Canada’s Aboriginal people. The CIHR guidelines promote
research that is in keeping with Aboriginal traditions and values. They begin humbly with
the recognition that western researchers in the past have occasionally violated their own
ethics in regards to respect for human dignity. They state guidelines proposed by CIHR

2

An epidemic can be defined as an outbreak for which the overall attack rate is greater than 2.5 percent of the
population. (Longini et al. 2004: 626)
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promote research partnerships with Aboriginal communities are formalized in agreements
that balance Aboriginal expectations of research and researcher ethics, coupled with
respectful behaviors that pressure and enhance human dignity (CIHR 2007).
Bourdieu’s (1989) theory concerning strategies and rules can be related to ethical
guidelines. He argues that strict rules are difficult to apply literally, and considering that
ethical guidelines are just that, guidelines and not rules, strategy is implemented to gain
results. Such strategy can create violent circumstances in Aboriginal communities. In
relation to this, Bourdieu’s Outline of a Theory of Practice (1989) reveals how the lack of
ethical rules creates symbolic violence. Symbolic violence maintains its effect through
the mis-recognition of power relations situated in the social matrix of a referent. Bourdieu
maintains that symbolic violence is a “softer” and more discreet or hidden form of
violence which is used when direct violence is not possible. Such forms of violence
include: registration of populations and collection of statistics as well as the invention of
“quasi-legal” ethnic labels. While such forms of coercion are not intended to be outright
violent, their effect on over-regulated and controlled populations creates an embedded
form of power relations and violent maintenance of social inequality (1989:192). From a
larger perspective, this exploration of ethics fits into the larger picture of decolonizing
methodologies. Mainstream western research paradigms involve research theory and
methods that strive to maintain objectivity. Aboriginal ethics guidelines, in contrast,
maintain that this is not the culturally appropriate way of conducting Aboriginal research.
According to Tuhiwai-Smith (1999), “Particular methods within Indigenous methodology
have to be chosen in respect to Indigenous ethics, explicitly outlined goals of research,
and the considered impact of the outcomes of research on the particular Indigenous
people. In the process of disseminating research results there is a need for reporting back
and sharing knowledge” (Tuhiwai-Smith 1999:15). Tuhiwai-Smith maintains that
research projects need to be considered thoroughly, not only as a contribution to
academia, but in respect of the consequences for Indigenous people.
Colonization has drastically affected the way in which Aboriginal health and
healthcare has been researched in the past and continues to be researched today. The aim
of this overview is to establish historic and current problems and demonstrate that
western research, theories and methods need to be decolonized. Through this process, I
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acknowledge the significance of Indigenous perspectives, as well as establish how and
why such perspectives came to exist. Such an acknowledgement makes it apparent that,
in reality, the negative relationship between Aboriginal Canadians and the Canadian
Government has remained stagnant for many years. The status of this relationship is
based upon a long-standing and engrained historical and deeply contextualized past,
which the majority of non-Aboriginal Canadians are unaware of due to the hegemony and
structure of dominant white society.
Concepts like structural violence, systemic consequences, and (mis)representation
entail focusing exclusively on the politics of resistance, i.e., the relations between the
dominant and subordinate. I argue for the need for a paradigm shift designed to establish
reasons or examples, both historic and current, which demonstrate why and how
‘western’ research, theories and methods need to be decolonized. I acknowledge the
significance of Indigenous perspectives in relation to ‘western’ ways of thinking and
knowing, as well as attempt to establish why, and how, such perspectives came to exist
and developed over time. Through research literature and my ethnographic fieldwork at
Walpole Island First Nation (WIFN), it can be seen that elements of structural violence,
such as colonialism, systemic consequences, and ‘problemitization’ by the media, foster
the continued social, economic, political, and health disparities that Aboriginal
communities in Canada face.
In recent years, the field of Aboriginal health and healthcare has become of
increasing concern for the Canadian Government. Such concern is partially linked to the
fact that Canada has been scrutinized on the world stage because its Aboriginal
communities (First Nation, Inuit, and Métis) often live in “Third World” conditions.
According to the United Nations’ Human Development Index, the non-aboriginal
population of Canada ranks 8th in the world, while Canada’s Aboriginal population ranks
63rd (AFN 2010). This alarming disparity has caused the Canadian Government to assume
a more active role in the improvement of Aboriginal health. Health disparities in
Aboriginal populations are a long-standing issue with a detailed historical past. Under the
Canadian Constitution, Aboriginal peoples are designated as a Federal responsibility,
while jurisdiction of healthcare remains with the provinces; such a jurisdictional
separation of responsibility has caused much debate over where responsibilities
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concerning Aboriginal health lie. Lack of accountability, in the case of Aboriginal
healthcare, has resulted historically in Aboriginal peoples being treated with little
deference for their cultural heritage and the epistemological differences in their world
views concerning health, healthcare, and healing. I conclude that structural violence is at
the root of existing problems relating to the pollution of the ecosystem surrounding
Walpole Island First Nation, and the resultant health and policy concerns.
One of my aims is to demonstrate the need for a paradigm shift. The western biomedical and scientific quantitative approach the Federal Government has taken in hopes
of solving the health problems of Canada’s Aboriginal population is ineffective and
culturally inappropriate. Through a partial and preliminary examination of the Walpole
Island First Nation community and the specific ecosystem and health problems this
community faces, I will consider how top-down external regulatory committees (industry,
provincial and federal governments) create a structurally violent environment where
differences in worldview often result in Aboriginal communities being removed from or
ignored in the decision making process that governs and standardizes permissible
pollution toxicity levels, as well as issues a generic and broad food and nutrition guide
targeting all Canada’s Aboriginal peoples.
The disjuncture between stakeholder participation concerning the articulation of
standards, I believe, affects the overall health perceptions and beliefs of WIFN
community members concerning the procurement and consumption of foods. In response
to this issue I look to the community and to community members and groups in order to
assess what appears to be a resurgence of gardening on Walpole Island. This speaks to
the much debated issue of “Indianness”, by examining terms such as “traditional” and
“local” (or modern), both in terms of food grown and gardening methods or techniques.

1.4 Needs Assessment
Prior to embarking on fieldwork I was fortunate enough to have taken a class through the
University of Western Ontario Schulich School of Medicine and Dentistry’s
Epidemiology and Biostatistics Department. This course, entitled Methods and Issues in
Program and Policy Evaluation in Health and Human Services, brought to light some
applied methods otherwise lacking in science and social science related fields, which
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highly favour either a strict quantitative or qualitative methodology. The course clearly
demonstrated that interventions, such as organizational or governmental programs or
policies, created to “fix” a problem were often ineffective when only one type of method
was used or favoured.
Program evaluation is the systematic assessment of the operation and/or the
outcomes of a program, service, policy or activity. It applies scientific procedures to
accumulate reliable and valid evidence on the manner and extent to which specified
activities produce particular effects or outcomes (Grembowski 2001). Program evaluation
has no stipulation in methodology; quantitative, qualitative, or mixed methods are
acceptable providing that valid and reliable methods, appropriate for your research
question are used. However, Grembowski suggests that the most effective evaluations are
often those of mixed-methods that incorporate the following five stages of evaluation.
Firstly, program rationale evaluation refers to the justification for the program. Too often
ideas on how to “fix” are made with poor knowledge and rationale. There are three substeps used in order to combat this:
a) A priori theory that confirms a program makes sense conceptually (theory of cause
and effect).
b) Additionally, previous research evidence of efficacy of similar type of program, or
theory of implementation can provide justification for intervention.
c) Alternatively, a needs assessment is necessary in interventions that either have no
previous research to provide justification, or are based on a community/group
informed intervention. A needs assessment provides actual measurement of the
3
baseline program . It defines if there really is a need and how discrepant the actual
“need” is from the community’s perception. If the community sees no “need” or has a
different set of wants, it will reduce the potential success of the program. Needs
assessments assist in: creating an objective profile of your community, determining
the geographic and demographic areas most at risk, ensuring you are putting
monetary and time resources to best use, showing policy makers the need for funding,
and identifying research-based strategies to implement.
The second concept related to the five stages of program evaluation is process
evaluation. A process evaluation assesses whether a program or service is delivering what

3

A baseline study defines the pre-existing condition used to assess achievement of the outcomes and impact expressed
in the program’s logical framework. When compared with the condition of the same indicators, the baseline study
forms the basis for a 'before and after' assessment or a 'changeover time' assessment. Without baseline data to establish
it is difficult to establish whether change at any level level has in fact occurred (Grembowski 2001).
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is/was promised. Is the program or service actually reaching those in the community for
whom it was intended? Are participants satisfied with the program? This is also known as
an implementation or fidelity evaluation.
The third stage is an outcome evaluation; this refers to the end results of the
program for the people it was intended to service. An outcome evaluation can have shortterm outcomes that are intended to measure the in-between stages of implementation.
Fourthly, the impact evaluation looks at what happens to participants as a result of
the program. Sometimes it is constructed as a long-term outcome or effect of the program
on the larger community.
The last, reference to program evaluation is the economic evaluation. This type of
evaluation focuses on the costs of the program or service by utilizing a cost-benefit
analysis. While there is a logical sequence to these five types of evaluation, without
measuring need, planning cannot be rational; without effective implementation, good
impact and outcomes cannot be expected; and without good outcomes there is no need to
worry about efficacy. Many evaluations do not implement all five steps and are
combinations or permutations of them. In an ideal scenario all five steps are used.
However, often problems arise with those who work with a ‘purist’ methodology. Good
program evaluation often takes collaborative teamwork in order to mesh qualitative and
4

quantitative best practices . Embracing the collaborative nature of my project, prior to
embarking into the field, I created a conceptual needs assessment in order to map out my
objectives, and navigate potential problems.

I.

Overall Purpose
Needs assessments are generally employed by policy and program evaluators,

epidemiologists, and within the public health sector. Prior to embarking on my fieldwork,
I borrowed this process and applied it to various issues in the Walpole Island community.
As defined by program evaluators and the World Health Organization (WHO), a

4

My personal research is qualitatively themed as seen in the needs assessment and causal model. Some of my
colleagues on the University of Western Ontario’s Ecosystem Health Team provide the community specific
quantitative data referred to in the causal model.
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community health needs assessment is a developmental process that is added to and
amended over time. It is not an end in itself but a way of using information to plan health
care and public health programmes in the future. A needs assessment relating to health
and health care is a systematic approach to ensuring that health service resources are
being used to improve the health of the population in the most efficient way. A needs
assessment in health involves qualitative, epidemiological, and comparative methods to
accurately describe the health issues in a population; to identify health inequalities and
access to services; and to prioritize in order to establish the most effective use of
resources (Wright et al. 1998).
The purpose of my proposed needs assessment is twofold. Firstly, as a part of a
larger study, carried out by the University of Western Ontario’s Ecosystem Health Team
concerning contamination in local populations and in native flora and fauna, this needs
assessment will gauge the overall health perceptions and beliefs of Walpole Island First
Nation community members concerning the consumption of traditional foods.
Community members assert that overall population health is being negatively impacted
by exposure to environmental contaminants, such as methyl-mercury, other toxic metals,
and persistent organic pollutants (POPs) in the community’s traditional food sources
(flora and fauna) and water supply.
For these reasons the University of Western Ontario’s Ecosystem Health team
was invited to undertake a community based participatory research project in order to
study and monitor current levels of methyl-mercury and POPs contamination in the hair
and blood of at least 57 community volunteers and in 10 different species identified as the
traditional foods (fish, water fowl, and game) that are most commonly consumed. As a
result, this study has established a baseline of contamination levels in the WIFN
community and of traditional foods. Additionally, cortisol in hair was analyzed as a
molecular biomarker stress indicator. Secondly, policy collaboration will be assessed in
regards to the current top-down external influence that governs government and industry
standards for permissible toxicity levels in flora, fauna, and humans. In contrast, while
there is no official policy, many WIFN community members demand zero tolerance
policies in regards to industry regulations. The disjuncture between stakeholder
participation concerning the articulation of standards, I believe, affects the overall health
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perceptions and beliefs of WIFN community members concerning the procurement and
consumption of traditional foods.

II.

Assessment Rationale
Walpole Island First Nation is one of many Aboriginal communities in Canada that

ranks below national health standards (AFN 2010). As a pressing socio-political problem,
the need to articulate health standards is becoming of primary concern. The setting of
standards in Aboriginal communities has long been imposed by external regulators (Chan
and Receveur 2000). As a result, an absence of collaborative knowledge transmission
between the First Nation, healthcare institutions and providers, as well as the Provincial
and Federal Governments, has contributed to the deterioration of health and wellness in
the WIFN (Stephens 2009). My research will aid in understanding the underlying causes
of Aboriginal health issues by examining social determinants of health (Richmond and
Ross 2009) in conjunction with structural violence (Farmer 2010). By acknowledging
social determinants of health and the embeddedness of negative stereotypes within
“Western” health and human services concerning common Aboriginal health conditions
as well as the economic and social conditions that many Aboriginal people live in, a more
culturally appropriate method, such as cultural safety, can be adopted (Fleras and Kunz
2005).
Paul Farmer and James Gilligan describe the cause and effects of structural
violence. Gilligan defines structural violence as "the increased rates of death and
disability suffered by those who occupy the bottom rungs of society, as contrasted with
the relatively lower death rates experienced by those who are above them"(Gilligan 1996:
195). Through this quotation Gilligan depicts the theme of discrimination, stress, and
shame in relation to the deaths of those in a population deemed to be of a lower status.
Farmer furthers this notion as he asserts that victims of structural violence do not have to
share personal or psychological attributes, language or culture, but rather they share the
experience of occupying the lowest level of social strata in a supposedly non-egalitarian
society.
Fear of both the known as well as the “unknown” (now identified as methylmercury) contamination, which is present due to the approximately 400 tonnes of methyl-
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mercury that was spilled into the St. Clair River by two chlor-alkali plants, has resulted in
high stress and anxiety levels for those WIFN community members who regularly
consume, or are reliant on, traditional foods for sustenance (Bend et al. 2010). Traditional
foods are those sources, both flora and fauna that are indigenous to the Walpole Island
region. Fear of ecosystem contamination has led to anxiety and stress within the
community, which in turn has likely led to a change in some residents’ dietary choices.
Decreased consumption of traditional foods not only leads to the purchase of unhealthy
food choices, as processed foods are less expensive, but also to decreased physical
activity and community bonding and participation in the hunting, fishing, and gathering
of traditional foods (Wheatley 1997; Stephens 2009). The loss of cultural continuity
alongside a change in food procurement and connection to the land has been shown in
multiple case studies to be linked to the increase or increased risk, of disease, developing
drug and alcohol addiction, depression, and increased risk of suicide (Wheatley 1997;
Chandler and Lalonde 1998).
In response to the University of Western Ontario Ecosystem Health Team’s
biomonitoring study concerning toxicity levels, WIFN has expressed an interest in the
production of a traditional food consumption guideline for the benefit of overall
community health (Bend et al. 2010:243-244). My project explores ethnographically the
level at which traditional food procurement, consumption and exchange persists today in
light of heightened anxiety concerning chlor-alkali pollutants and POPs.
My research draws on the toxicity results produced by the University of Western
Ontario’s Ecosystem Health Team’s biomonitoring study, particularly concerning the
size, type, and average level of toxicity accumulation in particular animals. The
biomonitoring study focuses on the particular harm that methyl-mercury can present to
unborn foetuses. As a result, particular attention is paid to surveying pregnant women
concerning their knowledge and feeling toward methyl-mercury pollution or
contamination, their consumption of traditional foods, and the relation between personal
food consumption and their foetal health (Bend et al. 2010).
Murdocca (2010) emphasizes the prevalence of “environmental racism” in
Canada today. By means of this term, Murdocca makes connections between racialized
communities and the increasing prevalence rate of environmental hazards that have
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negative consequences or effects. Geographically speaking, Canada’s Aboriginal
communities have the highest national environmental hazard incidence rate compared to
non-Aboriginal communities (Murdocca 2010). This correlational factor represents one
of many arguments supporting the recognition of on-going colonialism in Canada
(Tuhiwai-Smith 1999: 98). In order to counteract the effects of the above mentioned, I
propose that community collaboration and input in regards to the production of a
traditional food consumption guide will aid in the articulation of standards concerning the
safe consumption of traditional foods.
From the literature, it can be seen that a major issue in relation to water and
traditional food consumption is the lack of control the community has in regard to the
regulation of toxicity levels (Wheatley 1997). Historic cover-ups by nearby industry have
led to mistrust and wariness about external corporations or governments monitoring the
safety of water and food (Wheatley 1997; Stephens 2009; Murdocca 2010). My research
examines these issues in WIFN by creating a needs assessment as well as performing
semi-structured interviews and participant observation which will highlight the way in
which external regulators (industry, provincial and federal governments, and scientists)
perpetuate cross-cultural miscommunication.
The development and use of standards is generally assumed to protect the health
of Canadians. Standards rely on their ability to transcend boundaries and borders. This
ideal, however, is not always realised, and often the voices and needs of minority groups
are drowned out by standards that favour the majority (Fleras and Kunz 2001; Stephens
2009). My research results identify how regulatory standards need to be articulated by
diverse actors for themselves. Therefore, while the articulation of standards is the overall
goal for this project, in the interim, the implementation of a traditional food consumption
guide will aid the community in the continued consumption of traditional food as well as
the maintenance of good health.

III.

Theoretical Frameworks
I use a combination of public health and anthropological theory to frame my

project. Such a combination is prudent as complementary elements in both disciplines
strengthen the foundation. Public health theory strives to improve community or
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population health through research, health promotion, and education. It often strives for
prevention; however, public health theory can also be used ad hoc. Anthropological
theory is employed in order to address the socio-cultural issues that are often ignored or
misunderstood when looking at Aboriginal health issues.
Public health theory’s precede-proceed model (Green 1992) (see Figure 1.41)
emphasizes two fundamental propositions: firstly, that health and health risks are
determined by multiple factors, and secondly, because health and health risks are caused
by multiple factors, efforts to affect social, behavioural, and environmental change must
be multi-sectoral and participatory (Green 1992). I propose to examine phases one, two,
and three within the precede-proceed model. By doing so, I will explore how social
epidemiological, and behavioral/environmental diagnoses relate to quality of life
perceptions at WIFN.

Figure 1.41: Precede-Proceed Model. Source: Green 1992.
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In relation to cultural safety, I employ post-colonial theory as it principally
addresses the western academy and attempts to recognize epistemological and intellectual
exclusions western researchers and scholars have concerning non-western scholars,
primarily located in the west, who present their own cultural inheritance as knowledge
(Ghandi 1998). Post-colonial theory gains political strength in its efforts to promote
recognition that politics at this current moment in time, are about (or should be about)
decolonization.
A centralizing aspect of post-colonial theory is the fundamental need to
deconstruct contemporary political and socio-historical (mis)conceptions of the nature of
‘culture’ and ‘race’. Through addressing the contemporary perceptions of what is
‘culture’ and ‘race’ one exposes neo-colonial relations and colonizing practices (Papps
and Ramsden1996). Such colonizing practices can be seen as enmeshed in the Canadian

healthcare discourse. Embedded in the Canadian system, the dominant western culture
provides a healthcare framework that supports the racialization of cultures and ethnic
groups.
Physical characteristics become racial markers and lead to over-simplistic
representations and stereotyping (Anderson et al. 2003). Such “othering” attaches stigmas
to certain groups, especially in terms of health problems, disease and illness commonly
diagnosed in a particular cultural or ethnic group. In the Canadian Aboriginal case,
frequent diagnoses of diabetes, tuberculosis, drug and alcohol addiction, as well as high
rates of youth suicide distract attention from the fact that cultural, ethnic, and bio-medical
health issues are not the sole problem. The racialization and stereotypical attitude toward
Aboriginal people and their common health disparities overshadows the fact that social,
political, economic, and structural inequalities and inequities produce disadvantages
based upon culture (Browne and Varcoe 2006; Adelson 2005).
Additionally, structural violence will be used to identify how systematically, or
indirectly, a particular social structure or social institution causes harm to a population by
preventing this achievement of their basic needs. Quality and duration of life are reduced
when populations are politically oppressed, socially dominated or economically exploited
(Galtung 1969). Access to health care specifically is an important consideration affected
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by structural violence. Structural violence affects health care in the sense that availability
of services and physicians reflect such social forces as racism, gender, class, culture and
ethnicity. These social forces are frequent factors determining who becomes ill and who
is given access to care (Farmer et al. 2006).
Farmer (2005) argues that the one of the major faults in the dominant western biomedical model of healthcare is that health services are marketed as commodities, which
in turn are only then available to those people who can afford to pay for them. While this
is not the case in Canada where health services are publicly funded, structural violence is
still maintained in the limited access to healthcare services due to poverty and
marginalization. Farmer (2005) maintains that "structural interventions" are a potential
solution. His fieldwork in Haiti and Rwanda implemented structural intervention with
positive outcomes. Examples of structural interventions include cessation of the
commoditization of the community’s needs including: health care, access to effective
therapies, and the development of social safety nets. These structural interventions
attempt to increase an individual’s economic and social rights, and in effect decrease the
effects of structural violence. However, for these or any other forms of structural
intervention to be successful, there needs to be cooperation and enforcement by medical
professionals, which Farmer notes unfortunately is not always easy to obtain.

IV.

Methods & Objectives

Qualitative methods were used in this portion of the project, as they are well suited to
the study of complex phenomena, especially everyday practices, negotiations, and
meanings. An anthropological approach often presupposes that abstract criteria and best
practices are not always followed in actuality. In getting at the “meaning behind the
wink” careful attention must be paid to minute details of everyday activities and be able
to seek insight into the structural forces and intricate social relations and
communications.
The overall objective of my research is to investigate the concerns and anxiety of
WIFN community members (aged 18 to 80) in regards to methyl-mercury pollutants, as
well as the dangers of contamination and toxicity levels that are present in traditional
foods. Concern and anxiety regarding inconsistent and externally implemented
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standardization of health regulations are responsible for the community desire to produce
an instructional and informative food guide. Anthropological theories concerning
structural violence and cultural safety (i.e., Farmer, Galtung, and Ramsden) provide
significant analytic tools for exploring the socio-cultural practices of Canadian
Aboriginal communities and, by extension, exploration into how Aboriginal community
members shape their community and cultural identity through refusal to yield and accept
inconsistent standardization made by external regulators regarding health and ecosystem
safety (Bend et al. 2010). The research is multi-faceted and theoretically informed,
enabling a comprehensive analysis addressing the issues faced by Aboriginal people,
thereby opening the possibilities of linking it to experiences and interactions with health
and safety regulations.
The project’s objectives can be summarized as follows:
1) To explore the links between stress and anxiety regarding contamination, in
conjunction with the regulation of health risks and safety standards set by external
regulators. The intersection of internal (WIFN) input with external (industry and
government) authority may connect to feelings of disengagement and alienation
concerning community wants and needs, as well as the community’s ability to
facilitate such necessities.
2) To explore common or reoccurring themes or concerns regarding the health and
dietary practices of the WIFN’s population in relation to the experience
community members have had concerning traditional food procurement,
consumption and exchange. Such experiences are compared to the health and
overall feeling of well-being experienced by WIFN community members who
subsist primarily on traditional foods.
3) To investigate the access to and community evaluation of health care services.
4) To identify the next step and recognize what the WIFN community wants and/or
would like to be done in the interim and long-term.
Participant observation and semi-structured informal interviewing of WIFN
community members, to hear their perspectives, is the best avenue for understanding
experiences. Anthropological interviews are often conducted as informal and
unstructured conversations during routine activities. Semi-structured informal
interviewing was chosen by me in lieu of formal structured interviews for several
reasons. Firstly, I did not feel written consent was appropriate in working within the
WIFN community. The colonial history between Canada and aboriginal people, as well
as unethical research previously performed “on” aboriginal people, has elicited a distrust

Bekeris 20

of signing documents which the community itself has had no part in preparing.
Additionally, as I was a volunteer while conducting my research, in any interviews
conducted within an institutional setting (such as the Heritage or Health Centre), the
signing of a form could be interpreted as a legal, rather than an ethical, agreement. I felt
participants might feel uncomfortable with this, and worry that services provided to them
through said institution would depend on whether they signed the form or not. As well,
the length of time I spent full-time in the field was only 3 months, not sufficient time to
gain the trust and rapport necessary as an outsider to obtain information not tainted by the
Hawthorne effect. The Hawthorne effect represents a possible explanation for observed
change, and is often represented as a social version of the placebo effect. The Hawthorne
effect is mostly used to refer to the behavior-modifying effects of being the subject of
social investigation, regardless of context of the investigation (Wickstrom and Bendix
2000: 363). Semi-structured informal interviewing gives community members the
opportunity to share their thoughts and feelings about their own lives and multi-faceted
experiences.
The methodologies were selected in keeping with anthropological methods. Openended questions, semi-structured interviews, and participant observation have been used
successfully in aboriginal research (Wallerstein and Duran 2006) because they provide a
minimally intrusive and a more humanistic approach to data collection. I provide a
holistic interpretation of the quantitative data produced by University of Western
Ontario’s Ecosystem Health team’s biomonitoring study. More specifically the needs
assessment will look at the physical, emotional, spiritual, and mental elements,
interpretations, and consequences which result from contamination of traditional foods.
The ethnographic research methods strive to provide an “on-the-ground” overall
perspective of the WIFN community’s thoughts, attitudes, and opinions concerning the
health and wellness of the community as a whole.

V.

Causal Model
Prior to embarking on fieldwork, and keeping public health theory in mind, I created

a conceptual causal model. A causal model is often used in epidemiological needs
assessments for program and policy evaluation. A needs assessment relating to health and
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health care is a systematic approach to ensuring that health service resources are being
used to improve the health of the population in the most efficient way. A needs
assessment in health involves qualitative, epidemiological, and comparative methods to
accurately describe the health issues in a population; identify health inequalities and
access to services; and prioritize in order to establish the most effective use of resources
(Wright et al. 1998). A causal model is an abstract model that uses cause and effect logic
to describe the behaviour of a system. By implementing a causal model prior to a
program or policy being implemented in attempts to “fix” a problem, often errors or
inadequacies can be spotted, thus saving time and money.
I created a causal model (see Figure 1.32) to roadmap ideas concerning what I
thought might be happening and what outcomes might result. My causal model represents
the overall intervention, while the orange box highlights my particular role to play in the
overall issue; therefore this is my focus in this conceptual needs assessment. The
problems represented in the causal model are: contamination of the water and indigenous
flora and fauna; stress and anxiety caused by fear of the unknown or of methyl-mercury
accumulation in water and traditional food; a low income population who must rely on
inexpensive processed foods in lieu of traditional foods; and the absence of WIFN input
regarding environmental regulations which affect their community. The strategy or
activities that stem from these problems are seen through: the implementation of a
traditional food consumption guide; establishment of medical support on the island;
implementation of educational programs regarding the results of the biomonitoring study;
and the formation of an environmental committee. Short-Term Outcomes are assessed
through the educational programs, medical care, and food guide, all of which lessen stress
and anxiety, and through re-establishing procurement and consumption of traditional
foods. Long-Term Outcomes are represented in the establishment of the environmental
committee, as an interim step to gain access to regulatory committees, and ideally prevent
further contamination. Also, lessened stress and anxiety, coupled with healthy eating and
exercise, will ideally reduce the community level of addictions and suicide/depression.
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Figure 1.42: Causal Model. Source: L. Bekeris.

VI.

Benefits
The research may be beneficial to WIFN on both an individual and community

level. The project will result in the production of a traditional food consumption guide, in
which interest has already been expressed through a Band Council Resolution. Such a
tangible outcome of the proposed research may be beneficial to individuals who rely on,
and consume large quantities of traditional foods may have a guideline in which to gauge
and guide their overall consumption. On a community level, the importance of having a
traditional food consumption guide tailored to the toxicity of the traditional flora and
fauna, in relation to consumption habits of the population has been expressed. The
completion of this consumption guide will attest to the WIFN community’s desire to
proactively improve the health of community members, the surrounding ecosystem, and
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to articulate the need for standard setting.

VII.

Relevant Application

The intervention phase of this study will build on the described needs assessment and
actively engage with community input to develop a traditional food consumption guide.
This consumption guide is one small part of a larger conceptual intervention needed to
improve overall health and wellness in WIFN. Overall, this research is important because
the Canadian public understands that Aboriginal communities in Canada have health
problems, but reasons for the ineffectiveness of traditional western biomedical methods
are not available or relatable. Diseases of poverty, such as dysentery and tuberculosis, as
well as untreated diabetes, and toxicity from local water and foods, have overwhelming
incidence rates in First Nations communities across Canada (Browne and Varcoe 2006).
These high rates of “third world” diseases need to be addressed. The failings of the
traditional Canadian healthcare system in Aboriginal communities are great and new
methods of addressing healthcare issues need to be implemented. Anthropologically
speaking, this provides an opportunity to address specific Indigenous healthcare needs
and issues as well as to provide research to evaluate the federal government’s relationship
with the Walpole Island First Nations Community.

VIII.

Limitations
There are several limitations of this project that should be addressed:
a) It may be difficult to provide an accurate interpretation of the biomonitoring
study’s quantitative results.
b) Minimum time for field work make gaining rapport with community members
more difficult.
As well, the evidence presented from the biomonitoring study has revealed the

already- high levels of anxiety and stress reflected in WIFN community members,
concerning contamination in food. It is possible that through asking questions relating to
health, environmental contamination, and the consumption of traditional foods might
inflict increased stress on participants. Such subject matter may be especially stressful for
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pregnant women, and women of child-bearing age.
However, despite this, the methodology selected is in keeping with cultural
appropriateness and have been used successfully in aboriginal research, as such methods
provide a less intrusive and a more humanistic approach to data collection. My holistic
interpretation of the quantitative data produced by University of Western Ontario’s
Ecosystem Health team’s biomonitoring study based on ethnographic research methods
that provide an “on-the-ground” perspective of the a selection of the WIFN community’s
thoughts, attitudes, and opinions concerning the health and wellness.

IX.

Conclusions
Community -based participatory research (CBPR) is a foundation on which good

(applied) anthropology needs to be built. Pure observation and ethnography performed in
a Malinowski style is no longer appropriate or desired. Today’s world is in a state of
constant state of action and reaction and as such, “…we are anthropologists interested in
anthropological problems, but we pursue them in a context of action” (Tax 1975:515).
CBPR ethics standards attempt to remove themselves from the stigma of traditional
western academic research by addressing specific issues associated with it, such as
exploitation, injustice, and inequality. This methodology is appropriate as a culturally
relevant research method which returns trust, power, and ownership of research data to
the Indigenous community from which it came (Castleden et al. 2008).
Thompson and Gifford’s Trying to Keep a Balance (2000) identifies the problems
with pure epidemiological research and offers a substitute model by adding elements of
ethnography which create comprehensiveness. This is a considerable improvement
because as purely epidemiological research fails to take into consideration social,
political, historical, colonial, and economic factors which greatly affect a person’s health.
A more (w)holistic approach is achieved by incorporating both community and interdisciplinary academic practices. It is important to note that both breadth and depth are
key factors in achieving sound research and results. I feel as though anthropological
projects that have a community based element would benefit from the utilization of a
needs assessment prior to commencement of fieldwork or research. Doing so lends to the
development of an overall concept and makes clear where inter-disciplinary research
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would be beneficial. No one methodology can provide adequate answers.
It is at this point that I would like to reiterate that the abovementioned needs assessment

in section 1.4 was created prior to any extensive research or participation in the
community. It represents an initial roadmap and as such will contain both factual and
circumstantial errors. It’s presence in my thesis, I argue, is important as it is a step that
anthropologists rarely do not use.

1.5 Outline of Thesis Chapters
Chapter 2 will discuss “the science”; I will provide an overview of the history of
contamination at WIFN, and address the need for articulating standards. Chapter 3 will
discuss “the action” and reveal the community solution(s) put in place (food guide, fish
guide). Lastly, chapter 4 will discuss “the policy” and speak to health and healthcare
concerns and accessibility.
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Chapter Two
The “Science” of Articulating Standards
2.1 Chapter Overview
This chapter will introduce my ethnographic field site, Walpole Island First Nation. In it,
I will: a] overview the historic issues the WIFN community has faced concerning
contamination and toxicity of their ecosystem, as well as qualify some of the quantitative
data produced for the WIFN community detailing health and ecosystem health; and, b]
explore the idea of developing standards as an official and imposed policy poses
problems.

2.2 A Brief History of Walpole Island
Walpole Island First Nation is located in southwestern Ontario. It is situated on a delta in
the St. Clair River, at the head of Lake St. Clair. Walpole Island sits on an International
boundary with Algonac, Michigan in the United States (Bowles 2005). Known, locally
and historically, in Ojibwe language as “Bkejwanong”, which translates aptly to “where
the waters divide”, Walpole Island is not one land mass, as the name might suggest, but
rather is comprised of 6 islands (Walpole, St. Anne, Potawatomi, Squirrel, Bassett and
5

Seaway) which total approximately 24,000 hectares of unceded territory . Additionally,
the WIFN no boundaries, and so their claim extends to the lakebeds up to Goderich in
Lake Huron and to Port Stanley in Lake Eire up to the international border. (See Figure
2.21).
Band members number approximately 4200 people; however, the population of
Walpole Island fluctuates seasonally and generally ranges between 2,500 – 3,000 people
at any given time. The archaeological record has indicated that Aboriginal occupation of
this territory can be dated to approximately11,000 B.P. (Stephens 2009, Nin Da Waab Jig
and Chreod 1997: 2). Historically, and currently, this region brought together peoples of
Algonquian heritage and ancestry. Linguistically and culturally similar, Ojibwe,

5

Unceded territory relates to the doctrine of Aboriginal title that allows Aboriginal people to lay claim to
land that was acquired illegally by the sovereign government (Driben 1983:184).
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Potawatomi, and Odawa peoples inhabited the Walpole Island territory and incorporated
to form a political alliance. A successor to the Three Fires Confederacy, the Council of
Three Fires is Walpole Island First Nation’s local government (Bowles 2005).

Figure 2.21 Map of St. Clair Waterway Source: McCullough 1985.
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The members of WIFN have maintained a direct relationship with their
surrounding ecosystem since time immemorial, and as such, the livelihood of current
Walpole Island residents remains dependent on, or at least inextricably linked to, the
integrity of its natural resources and the health of the overall ecosystem (Bend et al.
2010). Hunting, fishing, trapping, and guiding are all traditional economies that continue
to provide an important source of revenue, as well as maintain a holistic connection to the
ecosystem for both individuals and the community. While there may be few who solely
survive in this manner, WIFN community members still, whether it be on a primary or
secondary level, support their families through hunting, fishing, trapping and guiding
activities (Jacobs 1986, 1988, 1996). In addition to the above-mentioned traditional
economies, the summer season introduces such additional recreational activities as
camping, cottage rentals, Pow Wows, and boating, that when all added up, make travel,
tourism and recreation the number one source of economic revenue (Jacobs 1988:11).

2.3 Ecotourism
Because the summer season and the various economies are related and, whether
traditional or not, make up the majority of WIFN’s economic revenue, the concept of
ecotourism must be considered. Ecotourism can be defined as:
environmentally responsible, enlightening travel and visitation to relatively
undisturbed natural areas in order to enjoy and appreciate nature (and any
accompanying cultural features both past and present) that promotes conservation,
has low visitor impact, and provides for beneficially active socioeconomic
involvement of local populations (Ceballos-Lascurain, 1996).
Ecotourism is a relevant concept in relation to Walpole Island, because the Walpole
Island territory is ecologically remarkable in its floral and faunal rareness and diversity.
Walpole Island’s physical landscape is made up of Carolinian forest, open waters,
wetlands, tallgrass prairie, and oak savannah and for this reason is considered to be one of
Canada’s most bio- diverse and ecologically rich areas (Bowles 2005). This rare grouping
of environments naturally is the home of equally rare, at risk, and endangered plants and
animals. Despite the fact that Walpole Island is surrounded by heavy industry and is
vulnerable to the negative effects of pollution, pride in the local ecosystem is resolutely
evident as Woodcliffe and Williams (1992:17) explain:
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That they [natural areas] are in superb condition is a testimony to the strong
cultural, social, spiritual and economic ties the native people have with the
land…These rare flora and fauna and the habitats they make up are significant,
from a threatened perspective, to the non-native. However to the native person, it
is more than just an assemblage of rare species and communities. It is an entire
way of life, a symbiotic relationship that goes beyond the desire to merely
recognize and protect elements of former landscapes. The fact that these special
areas and scores of nationally rare species have survived here on Walpole is a
testimonial to the way that the Indian and the earth have sustained each other.
While the above mentioned definition of ecotourism paints a relatively positive portrait of
how economic ventures and desirable ecosystems can be combined to make a profit, I
argue that these types of ventures are in fact quite harmful to the entire ecosystem – the
community included. By definition ecotourism can involve both culture and the
environment, and in a broader, world-wide context, ecotourism can involve the idolizing
of the “exotic” or areas “untouched” and “pristine”(Scheyvens 1999: 245). Such fanciful
ideas of grandeur create an “us” and “them” dynamic, which then generates cultural
disruption and environmental degradation. While WIFN does not engage in or promote
what can be deemed as “ecotourism,” considering the rarity and beauty of the ecosystem,
the need to balance economic gain and environmental preservation need to be addressed.

2.4 Biomonitoring
My personal affiliation and connection to the Walpole Island community began in the
spring of 2011. When I began working with the University of Western Ontario’s
Ecosystem Health Team on its Baseline Biomonitoring study (funded by successive
grants from Health Canada to WIFN and the Ecosystem Health Team) that had been
ongoing at Walpole Island since 2003. At the point I joined the project, the preliminary
results of the biomonitoring had just been completed. In response to these results, the
Chief and Council had expressed interest in the compilation of a localized fish and game
consumption guideline. Funding from the Canada Institutes of Health Research to Dr.
Janice Graham, with my supervisor, Dr. Darnell, as co-investigator, was received to
analyze how collaborative, community-based participatory research can best be carried
out to meet the requirements of the Walpole Island First Nation and to understand how
externally-mandated standards, such as the dietary guidelines of Health Canada or the
U.S. Environmental Protection Agency for fish consumption, or for the release of
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chemicals into the St. Clair River are perceived and acted upon by members of the WIFN.
Although WIFN project is a part of a larger CIHR program entitled “Articulating
Standards: translating the practices of standardizing health technologies”, at its
foundation is the collaborative, community-based environment and health studies
completed at Walpole Island, including the baseline biomonitoring study which also
serves as the foundation for the further research. Because of this long-time involvement,
the community connection and the financial award, I was fortunate enough to spend three
months in the Walpole Island community.
As mentioned previously, Walpole Island is in close proximity to heavy industry,
and intensive agriculture, namely Sarnia’s chemical valley (see figure 2.41). As such the
quality of the ecosystem, wildlife, and community health and wellbeing are being
threatened. Pollution has greatly diminished the water quality of Lake St. Clair and the St.
Clair River. It is suspected that the pollution began with the establishment of
petrochemical industries in the 1940s; given the lax environmental regulations, chemical
valley industries were able to routinely discharge toxic chemicals into the St. Clair River
throughout the 1950s and 1960s, virtually unchecked. Thus, there have been a significant
number of hazardous chemical spills in the St. Clair River (see Tables 2.41 and 2.42).
In 1985, what is known infamously as "The Blob" was discovered by divers in the
river. Fear of this “unknown” (now identified as methyl-mercury) contamination, which
is present due to the approximately 400 tonnes of methyl-mercury which was spilled into
the St. Clair River by two chlor-alkali plants, has resulted in high stress and anxiety levels
of those WIFN community members who regularly consume, or are reliant on, traditional
foods for sustenance. While the community's position has always been, and continues to
be "zero discharge" of pollutants in the river, they have no legal ground to prevent the
allowable discharges or so-called "legal spills" that the Ontario Ministry of Environment
approves for Canadian industry to discharge large quantities of toxic chemicals into
Canadian waterways.
The WIFN community is very active concerning health and ecosystem wellness,
which they consider inseparable. As a response to water pollution, David White (former
Director of the Walpole Island Heritage Centre, invited Western’s Ecosystem Health
Team to collaborate on a biomonitoring study. 57 community volunteers had their hair
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and blood tested for heavy metals (including methyl-mercury) and persistent organic
pollutants (POPs). As well, the protein or muscle of the 10 most popularly hunted species
of traditional fish and game (as indicated by avid community hunters) was tested for the
same chemicals in order to estimate exposure from traditional foods. A baseline was
established of contaminant content for present usage as well as a comparison to historical
data from community monitoring since the mid- 1970’s.
Besides community interest in such a study, justification for the biomonitoring
project revolved around three important human health issues. First, is the potential for
attenuation of children’s neurodevelopment due to consumption of methyl-mercury-laden
fish during pregnancy (Bend et al 2010). While methyl-mercury exposure is a health
concern for all people, it is especially concerning for pregnant women and those of childbearing age. Epidemiological literature establishes that there can be subtle neurological
and neurodevelopmental abnormalities for foetuses exposed to methyl mercury through
maternal consumption; these abnormalities can occur at the mean maternal hair mercury
concentration of 0.3µg/g or more (Schoeman et. al. 2009).
Secondly, Bend et al. (2010) have recently reported a positive link between
exposures to heavy metals leading to oxidated stress, and persistent organochlorinated
chemicals leading to an increased risk for type 2 diabetes. The biomonitoring project
specifically investigated whether or not a prolonged exposure to high levels of POPs and
heavy metals created a population-specific increased risk for diabetes.
Thirdly, psychosocial stress is positively correlated to the increased risk of
disease. WIFN community members are acknowledged to be stressed concerning the
state of the ecosystem, the health risks associated with exposure to environmental
contaminants, and the health of children or the future generations. The biomonitoring
study has quantitatively evaluated the stress of the WIFN volunteers through examining
the stress-related biomarker in cortisol in hair (Bend et al. 2010).
Overall, the biomonitoring study worked to expose the current facts and linkages
between contaminant exposure and diet. Healthful eating, whether that be in a traditional
fashion or not, involves eating locally produced foods. An irrational or unfounded stress
or fear of local foods and water can be detrimental in two ways. First, the stress or fear of
local foods being contaminated, and therefore being perceived as inedible, has prevented
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some people from eating local foods which may not be contaminated at all. Secondly, a
reliance on store purchased foods increases, if local foods are not being utilized. This can
be problematic as there is no grocery store on Walpole Island, making store-bought food
inaccessible or less accessible to those community members without transportation. An
individual’s socio-economic situation becomes an important element as well; more
nutritious food is often the most expensive, so the trade-off between giving up nutritious
local food for fear of contamination may not outweigh the negative health effects caused
by commercial processed foods.
While all three justifications for initiating the biomonitoring study at WIFN are
worthy of further study and clarification, for the purpose of this project I solely focus on
issues pertaining to methyl mercury, heavy metals, and POPs contamination.
Table 2.41 Selected Chemical Spills 1988-1990. Source: Dr. Judy Peters, from list of 1989 and 1990 spills into the
St. Clair River, Great Lakes Spill Centre, Sarnia, Ontario (Bend et al. 2005:17)

Date of Spill

Type of Chemical

Quantity

Company

3/22/1988

Sodium Hydroxide

13,000 Kilograms

Dow Chemical

4/20/1988

Gasoline

14,000 Litres

Marathon

5/17/1988

Gasoline

450 Litres

Dow Chemical

5/19/1988

Caustic, Corrosive Liquids

113 Litres

Dow Chemical

5/25/1988

Acrylonitrile

12,000 Kilograms

Polysar

5/27/1988

Sodium Hydroxide Solution

132 Kilograms

Dow Chemical

7/16/1988

970,000 Litres

Polysar

7/16/1988

Rain Runoff, Styrene,
Benzene
Oily Water

523,000 Litres

Polysar

09/02/1988

Benzene

90 Litres

Polysar

01/11/1989

Propolene Oxide

6,266 Kilograms

Dow Chemical

02/08/1989

Phenolics & Benzene

10-15 Gallons

Polysar

5/17/1989

Hydrochloric Acid 37%

2,000 Gallons

Dow Chemical

5/18/1989

Sodium Hydroxide 20%

38 Kilograms

Dow Chemical

5/31/1989

Toluene

11.7 Kilograms

Esso Chemical

06/05/1989

Hydrochloric Acid

34 Kilograms

Dow Chemical

06/05/1989

Hydrochloric Acid 4%

843 Kilograms

Dow Chemical

06/07/1989

Sodium Dichromate

24 Kilograms

Polysar

6/13/1989

Ethyl Chloride

8.1 Gallons

Ethyl

6/16/1989

Styrene

4 Litres

Polysar

6/19/1989

Aromatics, Styrene

35 Kilograms

Polysar

6/19/1989

Gas Oil

2 Gallons

Polysar

9/26/1989

Organic Phosphate

150 Kilograms

C.I.L.
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9/28/1989

Benzene

4.5 Litres

Polysar

10/17/1989

Formaldehyde

10-25 Gallons

C.I.L.

10/17/1989

Diethylbenzene

93 Kilograms

Polysar

12/22/1989

Styrene

5,860 Kilograms

C.I.L.

13/30/1989

Sodium Hydroxide Solution

700 Kilograms

Polysar

02/06/1990

Sodium Hydroxide

360 Kilograms

Dow Chemical

02/06/1990

Sodium Hydrochloride

7.8 Kilograms

Dow Chemical

2/23/1990

Carbon Tetrachloride

Unkown

Dow Chemical

10/30/1990

Ethyl Benzene

3,600 Kilograms

Dow Chemical

11/06/1990

Ethylbenzene Mixture

182 Kilograms

Dow Chemical

11/08/1990

Polyether Polol (Voronal)

30 Kilograms

Dow Chemical

12/08/1990

Ethylene Dichloride

35 Kilograms

Dow Chemical

Table 2.42 Spills in the St. Clair–Detroit River corridor, 2002-2005. Source: Report on Spills in the Great Lakes
Basin with a Special Focus on the St. Clair–Detroit River: 2006.

Date of Spill
04/01/2002
09/04/2002
30/07/2002
01/09/2002
28/11/2002
13/12/2002
15/04/2003
11/06/2003
03/07/2003
09/08/2003
14-15/8/2003
10/01/2004
17/01/2004
02/02/2004
05/03/2004
07/04/2004
29/04/2004
09/05/2004
22/05/2004
23/05/2004
25/05/2004
18/06/2004
03/08/2004
28/08/2004
31/10/2004

Type of Chemical
Chlorine
Lubercating Oil & Diesel Fuel
Asphalt
Lubercating Oil
Clarified Oil
Diesel Oil
Benzene
Ethylene Dichloride
Oil
No. 2-D Fuel Oil
Vinyl Chloride
Toluene
Lubricating Oil
Cooling Water with Methyl ketone
Caustic Wastewater
Oil-like Substance
Hydrocarbon with Toluene
Crude Oil
Non-petroleum contaminated substances
Oil
Coal Tar
Oil-like Substance
Oil-like Substance
Oil-like Substance
Oily Bilge Water

Quantity
2,000 Gallons
100,000-255,000 Gallons
60,000 Gallons
270 Gallons
396 Gallons
550 Gallons

75 Gallons
75 Gallons
132 Kilograms
157 Gallons
45,000 Gallons
3,330 Gallons
90 Gallons
50 Gallons
300 Gallons
100 Gallons
60 Gallons
2,000 Gallons
12,000 Gallons
62.5 Gallons

Company
Detroit Edison
Mystery Spill
Midwest Supply
Detroit Edison
National Steel Corp.
Cargill Salt
Imperial Oil
Dow Dredging
Praxair
Vessel
Royal Polymer
Sunoco
Praxair
Imperial Oil
Lambton Generating Stn.
Vessel
Sunoco
Detroit Edison
Mystery Spill
Imperial Oil
U.S. Steel
U.S. Steel
Mystery Spill
Mystery Spill
Shell Oil

Bekeris 34

Figure 2.41 Location of Major Point Source Discharges in the St. Clair River. Source: Michigan Department of
Natural Resources, 1995: 36.
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2.5 Why is studying Mercury important?
The geometric mean hair mercury concentrations for the volunteers at WIFN were
0.23µg/g. This number is significantly lower than the 1.7µg/g scored by a group of
Japanese Canadians, who were analyzed for comparison (see Table 2.51). Table 2.51
illustrates mercury levels in hair of four different population groups. Most noteworthy is
6

that two of the medians (Japanese Canadian and Motherisk groups) exceed the
acceptable range of 0. 3µg/g in mean hair mercury content. The highest level was in the
group of Japanese Canadians living in Toronto who subsist on a high seafood diet. The
WIFN population is similar to a representative sample of UWO students, and the median
is well below the advisory level. While the current mean number, 0.23µg/g., in the WIFN
community does not raise any immediate concerns regarding mercury toxicity, for
women of child-bearing age, protection of the foetus remains an important factor.

Table 2.51 Mean Hair Mercury Content. Source: Bend at el. 2010; JECFA 2003.

6

Motherisk is a clinical program at The Hospital for Sick Kids in Toronto that provides expert advice to pregnant and
lactating women regarding associated risks to a foetus from drugs, alcohol, chemicals, and environmental contaminants
(Koren 2002: 1301).
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Out of the 57 volunteers 7 women in the sample exceeded or were close to the
acceptable or lowest observable adverse effect level (LOAEL) of mercury. And while
maintaining this level could prove problematic, clinicians maintain by simply decreasing
the frequency in which they consume fish, or switching to a different type of fish with a
lowered monitored level will significantly decrease the median mercury level in blood
(Bend et al. 2010; JECFA 2003).
However, this may not always be possible and, I feel, is problematically
overlooked by the western biomedical model. For those in a low socio-economic status, if
traditional food sources are a person’s or family’s only source of protein then it will be
extremely difficult to “simply” decrease fish/game consumption. Going hungry is a more
immediate problem than the long-term or lasting effects of mercury poisoning. There is
not necessarily a “simple solution” in this case; however cross-cultural miscommunication is apparent in regards to what is deemed “simple” and by whom. An
individual’s state of being, or status, whether that be social, economic, or political, is a
complex and engrained part of that person.
The choice to eat or not eat local or traditional foods and drink or not drink local
water is multi-faceted. For a female community member in her early 20’s, the choice to
consume traditional foods was purely economic; she noted that she ate local fish
occasionally but that, “some people prefer to spend their money on other things. I don’t
judge…but I’ve seen a few out back near my place, fishing every day for their daily
meals” (July 2011).
The perceptions of those community volunteers who participated in the
biomonitoring study concerning water quality and traditional foods were mixed. While
some residents continue to drink water from the tap, having confidence in the
community’s state-of-the-art water treatment plant, others prefer to rely on bottled water
(Bend et al. 2010). However, the reliance on bottled water is problematic in several ways.
For those on a fixed income, the added expense is a strain on a household. But perhaps
more important is the further loss of control and of a connection to the land. For some,
the fear of toxicity and contamination relates not only to eating the fish and drinking the
water but extends to all water-related activities, such swimming in the water (Bend et al.
2010).
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In an effort, not to validate others or a community’s feelings with my own, but to
commiserate with the WIFN community, my personal experience with local food and
water is similar to that of most community members, mixed. Being an outsider, my
personal perception of the food and water quality was skewed or biased based on the
preliminary research I was privy to prior to embarking on my fieldwork. While there, I
maintained a residence not on Walpole Island itself but across from it, less than 2 km
away by car in the Wallaceburg Township, along the Snye River (see figure 2.51). While
in residence at this location I often had reservations about contamination, especially
regarding the water. My residence was located on a country rural road, some kilometers
away from Wallaceburg proper. The house was serviced by a well, and I was never
cautioned to not drink its water. However, while I did drink the tap water for the duration
of my stay, the number of dead animals, mostly birds and fish, I often saw in the Snye
River at the back of the house did cause me some distress, whether rational or not.
Whether my fear and distress were well founded or not, the fact that I was
distressed allowed me to experience, in a very small way, what some people on Walpole
Island may feel like on a daily basis regarding their ecosystem. Of all the events I
attended while visiting Walpole Island I do not recall a single instance where water was
consumed that was not store-bought. Water was always available, but none of it was
local; this is in contrast, in London, Ontario, for example, where plastic or aluminum
reusable water bottles are often seen and used. For me, seeing that the local community
distrusted the water made me apprehensive as well. Fears become deep-seated when a
community has little or no say concerning what is put into the surrounding water and how
that water is treated.
The fact that pollution and contaminants most often cannot be detected by the
naked eye also creates a “trust us” or “trust them” mentality. This is coupled by the fact
that regulations, rules, and guidelines concerning water quality and pollution are
regulated by external bodies which are generally non-native. The Native/non-Native
dichotomy creates an uneven power relationship. Historically speaking, Canada and First
Nations have a long legacy of mistrustful relations. Locally speaking, relations are
improving dramatically; however, in the past the petro-chemical industry too has shown
bad faith in its dealings with WIFN (Stephens 2009).
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The firsthand experience of this distrust of external regulation and external
regulatory committees was an element of fieldwork that caught me off guard. As a nonNative Canadian, my environment, ecological as well as social and financial, is guided by
the overarching direction of the Federal, Provincial, and municipal governments of my
current locale. My movements are further limited by connection to the university and
their subsequent authority over my “ecosystem”. Such arguments could further be made
by examining family, work, friend, and relationship dynamics -- all of which have rules
or guidelines which govern or limit, none of which I have ever felt mistrustful or unsafe
about. However, while visiting Walpole Island and even while being fully informed of
the contaminant levels in the water and being up to date on the current activities in place
attempting to clean up the St. Clair River, I felt mistrustful. And I feel that it is the
historic legacy of poor relations between the Canadian Government and the First Nations
that causes and maintains this distrustful feeling or attitude.

Figure 2.51 Snye River. Source Wallaceburg Trails Association 2010.
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Distrust, is perhaps the easy answer to the question, “so then why, if very few participants
in the biomonitoring study were over the LOAEL, is studying mercury in the ecosystem
even important?” The more complex answer is that the most important factor
distinguished by the biomonitoring study is that there is no consistent downward trend in
mercury content in the muscle of fish sample from 2005 to present (Bend et al. 2010).
This indicates that there is a persistent source of methyl-mercury in the ecosystem and if
people are not careful, especially women of child-bearing age, there still may be health
consequences.
As a result of the biomonitoring study of methyl-mercury, heavy metal, and
POPs levels, the WIFN Chief and Council have endorsed the production of a Walpolespecific localized food consumption guideline for the benefit of overall community
health. Concern regarding inconsistent and externally executed standardization and
implementation of health regulation is responsible for the community desire for the
production of such a food guide. Almost all of the 57 volunteers from the biomonitoring
study revealed that they use western medicine, either alone or in combination with
traditional healing practices (Bend et al. 2010: 242-243). This is an important factor
because the combination of external pollution, external regulation, and use of external
healthcare to treat health problems created by the very same external pollution and
regulation, creates a violently cyclical pattern which needs to be addressed.

2.6 Articulating Standards
The biomonitoring study and the Walpole Island-specific localized food consumption
guideline focus broader questions of standards and the who, what, where, when, why, and
how of their creation and use.
7

Standardization and the consistent use of standards are thought to be an essential
element in protecting the health and safety of Canadians. The biomedical model is
founded on standards which are reflected in “real world” applications and “shape the
development of therapeutics and diagnostics, determine data collection and reporting

7

The construction, development and consistent use of standards (Graham 2010)

Bekeris 40

protocols, and help regulators define acceptable levels of health risk” (Graham 2010).
For specialized standards specifically, it is imperative that there be a collaborative and
inter-disciplinary forum where multiple stakeholders with specialized knowledge can
effectively translate their combined knowledges into an acceptable standard (Graham
2010). While this can be applicable to standard setting generally, in the Canadian context
of relationships with First Nation communities, the Federal and Provincial Governments
should strive to achieve “understanding, trust, and capacity” in setting health standards
(Graham 2010). Through examining how diverse actors, and more importantly diverse
groups of actors, create, navigate, and translate scientific or biomedical, or regulatory
standards, it becomes apparent that diverse affected actors, with consultation for experts,
should be articulating standards for themselves.
Knowledge transmission, especially between different culture groups, can often
lead to cross cultural mis-communication. An anthropological approach to examining this
issue is advantageous because through examining discourse in relation to actual actions
taken and by whom, one can potentially navigate where the mis-communication(s) occur;
this is especially poignant in cases where there are a variety of knowledge transmitters
involved (scientists, clinicians, industry officials, government officials, advisory
committees, regulators, community members). Examining how relevant knowledge, in
relation to standard setting, is transmitted through and between these groups is critical.
This is because the scientific, industrial, regulatory, governmental, industrial, and
community groups often use specialized language which is unfamiliar to other
stakeholders. In these situations, various groups begin to “talk past each other” and the
breakdown of knowledge transmission begins (Graham 2010).
In an attempt to counteract the abovementioned effects, at least in the case of a
Walpole-specific localized food guide, I propose that community collaboration and input
in the production of this food guide will aid in the articulation of more appropriate
standards concerning the safe consumption of traditional foods in eyes of western health
professionals as well as community members. As previously mentioned, it is common for
external regulators to perpetuate cross-cultural miscommunication. The development and
use of standards is generally assumed to protect the health of Canadians. Standards rely
on their capacity to transcend boundaries and borders. This communication however, is
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not always successful, and often the voices and needs of minority groups are drowned out
by standards which favour the majority. For example, the Canada food guide for First
Nations, Inuit, and Métis represents a standard set for Canada’s Aboriginal community
not by them. While the guide tries to incorporate traditional foods, including protein
sources, the recommended serving sizes do not take into account the unique ecosystem
specificities or dietary preferences that Walpole Island, and other First Nations, maintain.

I.

Canada Health Food Guide
Canada’s Food Guide (CFG) is a set of guidelines issued by Health Canada that were
developed originally in 1942, with the purpose of acknowledging wartime food shortages
and rationing in households, while endeavouring to prevent nutritional deficiencies
(Health Canada 2012). Since 1942, the CFG has been modified multiple times, changing
with the political and economic climate as well as with improved scientific knowledge
and data concerning health, nutrition, and foods. In 2007, for the first time, Health
Canada published a food guide targeted at Canada’s First Nation, Inuit, and Métis
populations, entitled Eating Well with Canada’s Food Guide – First Nations, Inuit, and
Métis. (Health Canada 2010) (see Appendix A). When questioned “why is there a food
guide tailored to the needs of First Nations, Inuit, and Métis?” Health Canada responded:
Aboriginal cultures have different values, traditions and sometimes different food
choices from those of the general Canadian population. The tailored food guide
shows examples of traditional foods of First Nations, Inuit and Métis. It also
explains how traditional foods can be used in combination with store-bought
foods for a healthy eating pattern (2010: par. 2).
This year, 2012, marks the seventieth anniversary of Canada’s first food guide, and while
it is noteworthy that Health Canada has recognized the importance, as well as the
difference, between the health and nutritional habits of Canada’s Aboriginal and nonAboriginal populations, the actual production of one is long overdue.
Robidoux et al. (2009) iterate how assimilationist policy drove Canadian
Aboriginal populations off their land and turned them away from their traditional foods
and way of life. These drastic changes introduced a commodified way of life and
introduced unfamiliar foods which have led to drastic negative health consequences.
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Scientific and academic researchers have attempted to remedy the situation; however
poor health due to a forced change in lifestyle and foods cannot be repaired by EuroCanadian initiatives such as the promotion of the CFG (Robidoux et al 2009). For many
Aboriginal communities in Canada, the promotion of the CFG is culturally,
geographically and economically inappropriate. This is especially true for rural and fly-in
communities where there either are no grocery stores, or their prices are exorbitantly
high, especially in relation to local incomes.
The Canada Food Guide (CFG) for First Nations, Inuit, and Métis is an example
of an externally regulated set of standards which, while well intentioned in the promotion
of a healthy lifestyle and well-balanced diet, is culturally inappropriate as well as overreaching in its attempts to be culture-specific. First Nations, Inuit and Métis are a vastly
heterogeneous and geographically broad group of peoples with drastically different
cultural traditions. Because of their geographic location and the limitations of the
environment, the Inuit in particular would have difficulty adhering to the CFG.
Especially in rural areas and the North, wage labour is a relatively new form of economy
for Canadian Aboriginal communities, within the last hundred years or less. Borré (1991:
50) reiterates the cultural inappropriateness of the CFG, for an Inuit population, when she
states:
To purchase all foods from the store-whether one were to eat "Inuit style," meals
consisting mostly of meat with bread, jam, and fruit on the side, or "white-man
style," consisting of three meals a day containing a mixture of meat, dairy
products, vegetables, fruits, and grain products-would exceed the annual income
for most families in the community. Thus, foods obtained through hunting are
essential for people to meet their dietary needs.
Canada’s three distinct Aboriginal populations, I feel, cannot be homogenously lumped
together in attempts to create a CFG which betters all Aboriginal health. Every Canadian
Aboriginal community is unique in its needs or concerns regarding health and ecosystem
health. While it is unrealistic that every Canadian Aboriginal community articulate its
own nutritional of food guide standards, it could be conceded that Heath Canada’s (2007)
current Eating Well with Canada’s Food Guide – First Nations, Inuit, and Métis is too
broad to be appropriate. Perhaps a Canadian regional food guide focusing on foods local
and/or Indigenous to the region would be better suited, at least geographically, to all
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Canadians.

II.

Fish Consumption Guidelines
Every two years, the Ministry of Environment under advisement from Health

Canada produces the Guide to Eating Ontario Sport Fish. The largest of its kind in North
America, the purpose of this guide is to provide detailed information pertaining to the
various regions in Ontario and the permissible quantities of fish advised for consumption.
This guide is aimed at anglers, and provides detailed information concerning species
identification and contaminant levels in Ontario’s lakes and rivers. Samples of sport fish
are tested for the presence of mercury, polychlorinated biphenyls (PCBs), dioxins mirex
and other pesticides (Environment Canada 2012).
The 305-page Guide to Eating Ontario Sport Fish is extensive in its detailing of
contaminants, consumption advisories, advice for children and women of child-bearing
age, what part of the fish to consume, benefits and risks of eating fish, fish information
and identification, and body of water specific advisories stet. While this guide is
informative for a recreational angler, there are problems concerning the articulation of
standards uniformly across Canada (Wood and Trip 2010). As well, my focus on Walpole
Island raises issues surrounding international borders; standard setting becomes more
convoluted when advisories from Health or Environment Canada and the U.S.
Environmental Protection Agency (EPA) are conflicting or not directly comparable.
In Canada, the Provincial and Territorial Governments each produce their own
fish consumption advisories in addition to the Federally mandated fish consumption
advisories put forth by Health Canada, Indian and Northern Affairs Canada, the Canadian
Food Inspection Agency, Fisheries and Oceans Canada, and Environment Canada. While
it is important to note that the issue of pollution of Canada’s waterways and the
contamination of fish is being addressed, the overwhelming amount of similar but
inconsistent information itself causes problems. In an online report for Environment
Canada, Wood and Trip (2010: par.2) notes that:
There is not a consistent and uniform procedure for assessing, addressing and
maintaining fish consumption advisories. The procedures taken within each province
differ between all ten provinces, along with different procedures for the territories.
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The affected federal departments also have their own procedures for dealing with
contaminant consumption advisories.
As mentioned previously, mercury and heavy metal contamination is deemed by
Environment Canada to be the most pressing issue or threat to waterways and the
surrounding ecosystems. While the consumption of fish can be nutritionally beneficial as
they are high in protein and low in saturated fat, negative effects are a pressing health
concern when either consumption or toxin levels exceed those of the advisories (Wood
and Trip 2010). The importance placed on this issue by Environment Canada makes it
surprising that there is such disarray and inconsistency in regards to issuing advisories.
This issue exemplifies, as mentioned earlier, a “talking past each other”; it is apparent
that knowledge transmission has broken down in the attempt to articulate standards.
Obviously, fish are not citizens of one country or another, and because Walpole
Island straddles the international border with the United States, the fish advisories issued
there become relevant as well. The advisories in the United States are no less complex
than they are here in Canada. The EPA, fifty states, the District of Columbia, the U.S.
territories of American Samoa and Guam, and five Native American tribes each have
individual local advisories (EPA 2012: par.1). Up until the late 1980’s most states
employed the more antiquated fish consumption advisories written by the United States
Food and Drug Administration, which were primarily aimed at consumers who purchased
fish shipped over state lines or overseas in grocery stores. The newer “risk assessment”
system employed and advocated by the EPA targets sport fishermen and subsistence
groups who fish in and consume from local waterways. Dr. Reinert, an aquatic
toxicologist in the University of Georgia's Warnell School of Forest Resources states:
The two systems are based on a completely different set of criteria and provide
contrasting estimates of what's safe to eat. The FDA advisories
balance economic impacts [of losses to the fishing industry] with public health
risks, while the EPA advisories are based on health risks alone. To add to the
confusion, some states use combinations or variations of the two systems (Reinert
et al. 1996:101).
The inconsistency can be seen when examining the fish advisories of different states for
both fished and store-bought fish (see figures 2.61 and 2.62). While it is natural that the
graphics and set-up are unique to each guide, it is the presentation of information or lack
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thereof that presents a problem. Neither guide defines what is meant by low or high
levels, nor do they define what is meant by a “meal”. These ambiguities create a miscommunication of information.
This issue, both in Canada and in the U.S., illustrates the complexity of
coordinating governments, departments, and industry especially when related to
controversial and political issues such as health and water. To clarify, it is not
problematic to have individual provincial or state fish advisories; in fact this is preferred
as the fish need to be sampled from local habitats. The problem lies in the inconsistent
standards concerning the “addressing, assessing, and maintaining” of the advisories.

III.

World Health Organization/ Food and Agriculture Organization of the United
Nations
In 2011 the World Health Organization (WHO) and Food and Agriculture

Organization of the United Nations (FAO) convened for an Expert Consultation on the
Risks and Benefits of Fish Consumption. Here seventeen experts in fields such as
toxicology, epidemiology, and nutrition gathered to review the most recent literature
regarding fish contamination, mostly methyl mercury and dioxins, and compare the costs
and benefits of consuming fish (FAO 2011). The purpose of the Expert Consultation was
to assess the health benefits and risks from consuming fish and seafood in hopes that the
conclusions would aid member countries in applying similar assessments on the local fish
8

and seafood populations and with preparing information for individuals .
The results the WHO/FAO produced are significant in that many countries in the
world rely on specialized agencies such as these to disseminate this complex and
important information, which can then be adapted into country or region specific
guidelines. There is an element of trust and unbiased authenticity that is tangible when
countries or governments use WHO/FAO data.

8

The scope of the study was aimed at foetuses, infants, young children, and women of child-bearing age,
general population, and high fish consumers (FAO 2011: 2).
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Figure 2.61 Wisconsin Fish Advisory Guide. Source: Wisconsin Department of Natural Resources 2012
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Figure 2.62 Maine Fish Advisory Guide. Source: Maine Division of Environmental Health 2011.
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2.7 Chapter Conclusions
This chapter considered the “The Science” of articulating standards. While quantitative
science and scientific data are significant in their relation to content, a strictly quantitative
approach to standard making only creates cultural mis-communication when stakeholders
“talk past each other”. Through highlighting the historical issues relating to health and
ecosystem health and subsequent research concerning these matters at Walpole Island
First Nation I document that standards set “for” as opposed to “with” are often
ineffective. By highlighting the overlooked risks of ecotourism, and by comparing and
contrasting Canada’s Food Guide, various fish advisory guides, and the World Health
Organization/ Food and Agriculture Organization of the United Nations it can be seen
that there is no considered “science” to articulating standards.
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Chapter Three
The (re)Action
3.1 Chapter Overview
This chapter looks to various community solutions set in place which, I feel, combat
structural violence and reinforce the need for community- set standards. I will speak to
the Walpole Island specific fish and game consumption guidelines, as well as to the
development of an all-encompassing localized food guide. I will also address what I
define as a resurgence in gardening in the Walpole Island community, and how this is
perhaps, at least in part, a (re)action to the pollution in the water and the contamination of
food (fish and game).

3.2 Community Solutions?
There is a feeling of helplessness and dependence present in situations which are beyond
one’s control. This is an accurate representation of how the Walpole Island community
may feel about the pollution of their water and surrounding ecosystem. As mentioned
previously, the Walpole Island community is very active in the monitoring and
maintenance of their ecosystems health. This active participation led to the communitybased participatory research which in turn led to the biomonitoring study with the
University of Western Ontario’s Ecosystem Health Team. Such a community reaction, in
the face of uncontrollable actions of the various levels of governments and industry,
allow the community to gain back some control. The Walpole Island First Nation has
identified how regulatory standards need to be articulated by diverse actors for
themselves.

3.3 Fish Consumption Guideline
Due to the issues specified in the previous chapter regarding to articulating standards
through Canada’s food guide, the various fish consumption guidelines (Ontario, Canada,
and the EPA), and the standards set by the WHO/FAO, knowing what is safe to consume
is a complex matter. As a result, the biomonitoring study the University of Western
Ontario’s Ecosystem Health Team performed in conjunction with the WIFN community
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has produced a fish and game intake guide (see tables 3.31 and 3.32) that is specific to the
Walpole Island Community.
Table 3.31. Food Intake Tolerance for the General Population (g/month) of Traditional Fish and Game species
at WIFN. Source: Adapted from Bend et al.2010

Traditional Food

FIT (g/month)

N

Number of Decks of Cards
(number of 85g/3oz. servings)

Smallmouth Bass

1,235

7

14

Largemouth Bass

1,376

3

16

Rock Bass

1,569

25

18

Bowfin

1,820

3

21

Walleye

1,955

18

23

White Perch

2,152

4

25

Yellow Perch

2,497

22

29

Northern Pike

2,629

1

30

Crappie

3,764

7

44

Bluegill

4,734

23

56

Sunfish

4,750

11

55

Woodcock

10,482

4

123

Mallard Duck

47,530

4

559

White-tailed deer

47,530

4

559

Muskrat

47,530

4

559

*based on the TDI for general population from the WHO (0.47 g/kgbw/day) and contaminant
concentrations found in WIFN fish and game samples
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Figure 3.32 Food Intake Tolerance for the Women Intending to Become Pregnant (g/month) of Traditional Fish
and Game species at WIFN. Source: Adapted from Bend et al. 2010.

Traditional Food

FIT (g/month)

N

Number of Decks of Cards (number
of 85g/3oz. servings)

Smallmouth Bass

155

7

1.8

Largemouth Bass

173

3

2

Rock Bass

197

25

2.3

Bowfin

229

3

2.6

Walleye

246

18

2.8

White Perch

271

4

3.1

Yellow Perch

314

22

3.6

Northern Pike

331

1

3.8

Crappie

474

7

5.5

Bluegill

596

23

7

Sunfish

598

11

7

Woodcock

9,761

4

114

Mallard Duck

21,637

4

254

White-tailed deer

47,530

4

559

Muskrat

47,530

4

559

*based on the TDI developed from the LOAEL for mercury in hair (0.3 g/g maternal hair) and
contaminant concentrations found in WIFN fish and game samples

These tables indicated a monthly level of consumption for the general population, as well
as for women of child-bearing age who intend to become pregnant. The amounts, or food
intake tolerance, are represented in grams per month as well as in visual or tactile
reference to a deck of playing cards which represents one 3-ounce serving. In this
instance it has been calculated how many grams of protein would be present in one
serving of fish or meat the size of a deck of playing cards, and then further extrapolated
into how many “decks of playing cards” one could consume per month (Henley June 18,
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2012).
We chose to represent the fish per serving in this manner because discussions with
community members regarding what they dislike about the Canada’s food guide, and how
they would like to see their food guide presented, revealed that recommended serving
sizes would be put in relation to the relative size and type of fish as opposed to a strict
gram per month method.

3.4 Gardening
While engaging in fieldwork at Walpole Island I originally had set out to gather
information pertaining to utilization of and access to healthcare, as well as to gauge the
community perception and use of Canada’s food guide for First Nations, Inuit and Métis.
However, like most anthropological fieldwork, my project veered to follow a tangent. I
had the opportunity and the pleasure to become involved in volunteering with a local
community coalition garden. Here in this garden and with the other community
volunteers I was able to make bigger connections – connections beyond the
biomonitoring study which focused exclusively on traditional fish and game.
The community coalition garden is a community volunteer -run organic garden
which seeks to educate and assist Walpole Island community members in making healthy
and informed decisions about food consumption based on traditional Anishinaabeg
practices and beliefs. This coalition garden can be thought of as reactionary, because
problematically, pollution from “chemical valley” just north of Walpole Island has led to
contamination (and therefore recommendations to decrease consumption) of traditional
foods such as fish and water fowl.
Gardening, to most non-Natives, is often thought of as a post-missionary or postcontact activity. This misconception could be related either to the fact that large-scale
farming or an economy-based form of horticulture, which is common today, was
introduced via European contact, or the fact that less than half of the foods grown today
were introduced to North America during European settlement. Regardless of the reason,
gardening has been a part of Anishinaabeg culture for hundreds of years.
The Anishinaabeg were a seasonally migratory community. They relied on a form
of subsistence known as the Seasonal Round (Miller 2010:58). The Seasonal Round
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allowed for a migration that was linked with the prevalence and availability of food
throughout the Great Lakes region. It was this diversified subsistence pattern which kept
the community healthy and well-fed even if one or another food source was scarce during
a given year. A Seasonal Round followed a number of moon markers which indicated
times of year. First, the Sap Boiling Moon (Iskigamizige-giizis) indicated a
commencement of the sugar or maple season. Second, the Flowering Moon (Waabigonigiizis) indicated the return of the sturgeon to spawn. Third, the Strawberry (Ode-iminigiizis) or Planting Moon (Gitige-giizis) indicated a return to summer villages into order to
prepare for planting season. For the Anishinaabe, corn, potatoes, squash, and beans were
the most important cultivated crops. Fourth, the Planting Moon was Mid-Summer Moon
(Miini-giizis), which indicated that the berries were ripe for harvesting and preservation.
Fifth, was the Wild Rice Moon (Manoominikewi-giizis); the Wild Rice Moon indicated to
the community an exodus to the rice camps along the lakes. Lastly, White Fish Moon
(Adikomemi-giizis) and Freezing Moon (Gashkadino-giizis) indicated a return to winter
camps and the preservation of food stuffs for winter (Miller 2010:48-58). The Seasonal
Round indicates a sophisticated method of time-keeping, as well, the above-mentioned
indicates the fact that pre-contact, the Anishinaabe were already utilizing their knowledge
of wild plants and cultivating crops.
While gardening can be considered a traditional activity, my time spent in the
community garden illuminated the fact that there appeared to be a generation gap
concerning gardening and gardening knowledge. It was pointed out to me by a volunteer
that, “old people know and want to garden, but are the ones who are unable”. However,
despite this generational gap, a common theme among community gardeners reveled that
gardening appears to have made a resurgence over the last decade or so. This is not to say
that some people or families have not always maintained gardens, but rather there appears
to be a community-wide renewed interest in gardening and local foods.
My hypothesis is that gardening acts as a method of control. Control over plants
(in relation to where they are planted or whether you use pesticides or an organic
approach) is much easier to gain than control over fish and game (whose lives are
separate from direct human intervention) and the ecosystem associated with their waterbased habitats. In relation to gardening being used to take back control over local or
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traditional foods, I often found that when describing my research I was routinely asked
questions related to the quality of the soil at Walpole Island. Such questions were posed
in connection with the pollution and contamination of the local waterways: if the
surrounding ecosystem is polluted, then would the soil and therefore the food not be
contaminated as well? This is a question that garners further research. Just this summer,
2012, soil samples were taken by the University of Western Ontario’s Ecosystem Health
Team to be tested for 20 pesticides and/or organophosphates.
We took five soil samples in a range of locations in the garden (see figure 3.41)
that should give us a composite soil average of contaminates. The soil samples were
processed at the Biotron Experimental Climate Change Research Centre in London,
Ontario, where research attempts to understand how ecosystems and environments
respond to environmental change, both natural and man-made. The soil samples were
collected in 125mL amber glass bottles with Teflon lids. The instruments were cleaned
with distilled water prior to obtaining the soil samples, and each sample was taken at a
consistent depth of three inches. The results of these soil samples can be compared to the
biomonitoring results and contrasted with human hair and blood as well as the fish and
game species; the results will also provide the community coalition garden with a
baseline contaminate level for the garden.
The results of the soil analysis (see Table 3.41) reveal two important features.
First, except for the pesticide dichlorodiphenyltrichloroethane (DDT), the remaining
contaminants tested in the community garden’s soil were found to be below the
detectable level9 in all five sample sites. And second, although DDT was detected in all
five of the soil sample sites, the levels were all revealed to be lower than the Canadian
Soil Quality Guideline for the Protection of Environmental and Human Health’s lowest
advisable level of 0.7g/g (Canadian Council for Ministers of the Environment 1999:1).
The use of DDT, and its various isomeric forms, was banned in Canada in 1985, however
their effects on human and ecosystem health remain important today due to their ability
to bio- accumulate in the food chain and their lengthy rate of decay (Bend et al 2010).

9

The lowest detectable level in this test was indicated at 0.003g/g.
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Considering the community garden’s previous existence as industrial farmland it is not
surprising that there are trace amounts of DDT remaining in the soil today. DDT in soil
has been known to reduce the heartiness and production of plants, as well as reduce the
longevity in mammals exposed to it. Fortunately, the extremely low levels of DDT
present today in the community garden should not have any effect on the plant or human
health.
This soil contamination baseline level was relevant because the community
coalition garden has expressed interest in becoming a certified organic organization.
While the gardening methods and techniques used on the land are considered organic,
there may be residual contamination from a number of sources. First, the one acre of land
donated to the community garden was previously used for industrial agriculture and
therefore was exposed to commercial pesticides. Second, although the acre of land was
allowed to lay fallow for a year prior to the installation of the garden and currently the
garden is being tended to in an organic way, the plot resides next to an industrial
agricultural crop of soy beans which are treated with commercial pesticides. Therefore,
there is a possibility that unintentional contamination, via spray or leeching, could affect
the garden. Lastly, since the ecosystem surrounding Walpole Island is known to be
contaminated, acid precipitation is a factor that can have dramatic effects on soil
composition.
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Figure 3.41 Soil Sample Sites. Source: L. Bekeris
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Table 3.41 Soil Contamination Study. Source: Western 2012.

University of Western Ontario - Analytical Services
2012-07-004

Reference Numbers:

Labo rato ry

Client P O o r Reference #

Client:

Phaedra Henley

Dates:

July 25, 2012

July 17, 2012
Submitted

August 1, 2012

A nalyzed

Final Repo rt

Soil Contamination Study

Project Description:

X:\ biot ronALL\ Analyt ical Services\ Report s\ 2012\ [ 2012-07-004.xlsx] Head_rev2

GC/ECD - Analytical Results
Analytical Refernece Method : TM.0807.00

Sample Identification

001 FFOF

002 FFOF

003 FFOF

004 FFOF

005 FFOF

Parameter

(μg/g)

(μg/g)

(μg/g)

(μg/g)

(μg/g)

(μg/g)

α-BHC
β-BHC
γ-BHC (Lindane)
δ-BHC
Heptachlor
Aldrin
Heptachlor epoxide
γ-Chlordane
Endosulfan I
α-Chlordane
Dieldrin
4,4'-DDE
Endrin
Endosulfan II
4,4'-DDD
Endrin aldehyde
Endosulfan sulfate
4,4-DDT
Endrin Ketone
Methoxychor
Malathion
Parathion

0.003

ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
0.007
ND
ND
ND
ND

ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
0.005
ND
ND
ND
ND

ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
0.006
ND
ND
ND
ND

ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
0.005
ND
ND
ND
ND

ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
ND
0.005
ND
ND
ND
ND

MRL: Method Reporting Limit

Comments:

MRL

0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003
0.003

ND : Not Detected

Method reporting limit lowered to reflect sample size used. Results confirmed by GC/MS analsyis.
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Regardless of the unknown quality of the soil, the current community garden is in its
second year of operation. This particular community garden works as a coalition. There
are no individual family plots, like many urban community gardens utilize. Instead the
coalition operates on social capital or “sweat equity”: you share in the work you share in
the harvest. This community cooperative stance uses a community involvement
movement method that allows the volunteers to become part-owners of the garden (Sahd
2004:99). While several regular garden volunteers maintain their own personal gardens at
their residences, the community element of the community garden is an important factor
that cannot be achieved at home.
Gardening, as an activity, is positively touted in the literature as beneficial in the
sense that the act of gardening is physically as well as mentally stimulating. Researchers
who study community gardening have indicated that people who garden have improved
access to and opportunity to eat local and nutritious foods (Armstrong 2000, Wakefield et
al. 2007). This is an important factor as Armstrong (2000) elaborates by referencing that
community gardeners not only experience an increase in consumption of fresh fruits and
vegetables, but also decrease their intake of processed foods and snacks high in sugar as
compared to non-gardeners. This is especially important in relation to health in Canadian
Aboriginal communities where there often is a high prevalence rate of type 2 diabetes.
According the WHO (2006:87), performing an activity such as gardening can help reduce
the risk of developing type 2 diabetes by as much as 50 percent. Besides reducing the risk
of developing type 2 diabetes, gardening aids in the prevention or reduction of
hypertension and osteoporosis. As well, the act of gardening promotes physiological
well-being by aiding in the reduction of stress, depression, and loneliness. In the youth
population regular gardening aids in the prevention or reduction of “risky behaviour”.
The WHO (2006: 88) defines such behaviours as “use of tobacco, alcohol, and other
substances, unhealthy diet or violence”.
Garden-related research has also indicated that participation in community
gardening is especially important for community seniors or Elders in that besides the
abovementioned health benefits, gardening keeps the mind active (Wakefield et al. 2007).
This is demonstrated in studies which have shown an improvement in the mental health
of seniors who participate in activities involving nature (Hale et al. 2001). Gardening
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relates well to the belief that tending to plants and communing with the outdoors is both
calming and restorative. My personal experience volunteering in the community garden
confirms the calming and restorative effect gardening can have. Time, stress, and worries
appeared to disappear in the hours that I spent each week weeding in the community
garden; darkness and the increase in mosquito activity were often the factors which
ceased my efforts at the end of each garden work day. The social community element
enhances the physical and mental health effects of gardening. While gardens can be a
tranquil and calming place of relaxation and reflection, gardens also act as a medium for
socializing and for the creating and maintaining of friendships (Wakefield et al. 2007).
There is a sense of inclusion engendered by community gardens that is beneficial for a
small cultural community such as Walpole Island. For example, studies suggest that
community gardening can help to alleviate the feeling of social isolation through the
communal gathering and participation in a common activity with other people who may
be known or unknown entities. At Walpole Island, cultural identities are also cultivated in
the community coalition garden, while volunteers have input in regards to what is grown
and therefore an opportunity to grow and tend to culturally or traditionally relevant foods
(Baker 2004, Corrlett et al. 2003, Muller 2001).

Community building through community gardens is reflected in the literature as
well as at Walpole Island. In urban community gardens, the space gardens occupy and
the “sweat equity” implied in the work and therefore the ownership needed to maintain a
garden, often allow people to break down social barriers. People who may never have
known each other if not for the garden are given the opportunity to work together
cooperatively and for a common purpose. The activities volunteers participate in
contribute to the development of practices and norms based on trust and reciprocity and
move away from self-interest and individualism (Kingsley and Townsend 2006). It can
be argued that the sharing of space and resources, as in a community garden, and the
communal effort necessary to maintain a garden, effectively deepen the strength of social
relationships between gardeners, which can extend beyond the gardening season as well
as outside of the physical garden space (Kingsley and Townsend 2006).
Turning to my own fieldwork, community building, as described above, can be
recognized in the activities performed by the community coalition garden. In the summer
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of 2011, in an effort to showcase the garden, recruit more volunteers, and gather with
friends and family, the coalition held a barbeque and wigwam- building workshop where
I began to notice a discrepancy between people’s definitions or perceptions of
“community”. A Walpole Island-wide invitation was issued for the event, and it was
interesting to see the dynamics of “community” articulated within the garden community
and within the overall Walpole Island community. Vered Amit proposes an idea of
community that is not just about a social construction that has little grounding in actual
social relationships but instead community that promotes meaningful and emotional
attachments between individuals drawing on their experiences as a collective. Amit
maintains that the most influential factor that compels caring about “community” is the
actual relationships people maintain with “people they know, with whom they have
shared experiences, activities, places and/or histories” (Amit 2002:18).
Using Amit’s idea of community, an interesting dynamic began to appear through
my observations. On one hand, the entire Walpole Island populace shares in her
articulation of community: the residents of WIFN share, if nothing else, a place and a
history. On the other hand, the community garden coalition shares in Amit’s articulation
as well. The community garden volunteers are not all Walpole Island residents; however,
they form a community through the sharing of friends and acquaintances, experiences,
activities and a place. But are the two forms of community mutually exclusive? The
garden I volunteered in is a community garden, in that it is open to all who are interested
in volunteering, but it is also a coalition garden and enforces the idea of social capital or
sweat equity. For some non-coalition members who made complaints, the idea of
community is diluted because of the ownership awarded to coalition members through
social capital; all residents of the Walpole Island community did not merit a share of the
harvest, so they did not understand how the community coalition garden could be called a
community garden. In order to combat the feelings of exclusion felt by non-volunteers, an
effort was made to include all “communities” in various activities throughout the
gardening season. Barbeques and workshops are open to anyone interested in attending,
and an effort is made to deliver surplus garden produce to Elders as well as to Home and
Community Care who are in a position to offer the garden produce to people or families
in need.
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While volunteering in the community garden I had an opportunity to reflect on
various elements relating to health, traditional foods, local foods, and gardening. I felt
that an uncertainty and discontent with Canada’s food guide for First Nation, Inuit and
Métis as well as the various fish consumption guides when applying them locally, were
common themes that community gardening aims to rectify. Mundel and Chapman (2010)
examine the dichotomy between Western biomedical approaches to health and Aboriginal
holistic approaches to health. The authors surmise that in order to better understand and
better research health disparities within aboriginal communities in Canada, decolonizing
research practices must be applied. Importantly, Mundel and Chapman (2010) address
the issue of acknowledging the legacy of colonization, which is extremely important and
necessary, for non-aboriginal researchers especially, to address the history of
colonization. In order to decolonize research methods used, the acknowledgement and an
expressed sentiment of apology for how Western research has been done historically
needs to be addressed in order to move forward. This is expressed through Mundel and
Chapman (2010) who state that “many question the ability of health programming to
improve the health of Aboriginal people in Canada if it does not address historical
injustices”(167). The authors reiterate their point using the example of a community
garden in British Columbia that revolved around a kitchen garden project and the
teachings of the medicine wheel. This project was seen to help improve the health of
those community members involved through nurturing and strengthening people’s
physical, mental, spiritual, and emotional ties to the land, traditional practices, and to
each other. Empowerment was an outcome of the garden project. Dependency of
Aboriginal people and communities on the Canadian Government is so ingrained that I
was surprised, albeit in a positive way, that the garden project was able in its own way to
sever a part of that dependency.
Similarly, the collaborative biomonitoring study and the resultant fish
consumption guideline is a localized way for the Walpole Island community to sever
dependency on the Canadian Government and the standards that are usually set for them,
and not with them. To further this idea of localized standard setting, through my time
spent volunteering in the community coalition garden I decided to extend the fish
consumption guideline to include local plants as well.
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3.5 Localized Food Guide
As a direct result of the biomonitoring study, the original request from WIFN’s Chief and
Council was for the completion of a localized consumption guideline that utilized the
biomonitoring data concerning traditional fish and game. However, as a result of my
fieldwork volunteering with the community coalition garden, it became apparent that it is
just as important, from a health and well-being standpoint, to also or additionally create a
localized, traditional or no, food consumption guide that included as many local foods
found on Walpole Island as possible.
This idea of not “traditional” but “ local” shocked me out of my static way of
envisioning a WIFN localized food guide, and got me thinking more holistically as well
as more broadly. In recent years in North America and Europe there has been a surge in
popularity of both urban community gardening and local food movements. In an urban
sense I feel as though this upsurge in popularity relating to both the abovementioned is in
keeping with a variety of factors, including health as well as the current economic and
environmental climates. Popular books such as The 100 Mile Diet: a Year of Local
Eating (Smith and Mackinnon 2001) and Locavore: From Farmers Fields To Rooftop
Gardenshow Canadians Are Changing The Way We Eat (Elton 2010) critique the current
corporate system and instead create a case for how “we” the consumers within that
corporate system can promote changes for the better.
When thinking about and applying this notion of local to the Walpole Island
community there is an additional element that needs to be addressed: whether urban
gardens and local diets are fads or not, these local and organic food movements seem to
apply less well to First Nations communities who maintain a connection to the land since
all “traditional” food is by definition organic and local. While volunteering with the
community coalition garden, the research-derived idea of articulating standards expanded
for me to include the relationship of traditional, tradition, and modern. This topic of
tradition is one which has plagued Canada’s First Nations since colonialism, and has been
largely determined and defined by the colonizers. The mainstream non-native idea of
what is “traditional” is intertwined with a static image of a stereotypical and historical
Indian:
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There is no doubt that scientific knowledge is continuously advancing and
evolving and there is little reason to assume that Indigenous knowledge is any
different. The belief that Indigenous knowledge is fixed in time and space stems
from an incomplete perspective on the ethnogenesis of Indigenous peoples — the
process by which Indigenous groups have come to be understood by themselves
and others as ethnically distinct (Cameron et al. 2010:100).
This frozen image has not only passed the test of time, but is often used against First
Nations groups today who, it can be argued, like all people maintain traditions but also
grow and change in today’s fluctuating world. For me, what has piqued curiosity is the
difference between “traditional” and “tradition”. These terms are ones used
interchangeably at times and, I believe, to their detriment. Traditional is a word which
evokes a historical connection and echoes the past in terms of language, customs, food,
and ways of doing and knowing that come from time immemorial, while tradition refers
to a custom which has an often lengthy significance to a person or group, but is more
personal than historically significant.
At Walpole Island, gardening can be considered a traditional activity; however
what is being grown and attitudes towards the food seem to me, through a participatory
observational stance, to represent an important community-represented distinction
between tradition, traditional, and modern. While the community garden boasts several
varieties of heritage plants as well as traditional medicines, the majority of the crops
grown are post-missionary era varieties of vegetables. And despite the fact that the
majority of the crops are not archaeologically traditional, it appears as though the
prominent attitude towards all the food grown in the garden is that local is synonymous
with Indigenous or traditional (Elton 2010). Tradition is found in the community element
and not in the food itself, as tradition should not imprison or encourage static ways and
notions of thinking and doing.
The idea of creating not a “traditional food consumption guideline” but instead a
“local food consumption guideline” created more opportunity to create something
advantageous and desired by WIFN community members but also created some
interesting challenges. The actual physical creation of a Walpole Island localized food
guide, which is currently in progress at this time by myself and another member of the
University of Western Ontario’s Ecosystem Health Team, Ms. Phaedra Henley, currently
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a PhD candidate in Environmental Pathology, has turned out to be a much more daunting
task than we first expected. Our original plan for the completion of this guide relied on
comments and perceptions of community members pertaining to the positive and negative
attributes of current food guides (Canada’s Food Guide and the Department of
Agriculture’s food pyramid and “My Plate”). This in combination with research
concerning the creation of community specific food guides identified several factors that
created problems or conflicts.
Firstly, there were discrepancies concerning how best to portray the suggested
recommendation for the fish and game servings per month. In relation to general
community solicited feedback concerning Canada’s food guide or the United States
Department of Agriculture’s food pyramid, there was a plethora of negative responses.
The most common issue with the food guides was with the way serving sizes were
presented for traditional protein sources. Many people felt that how they are shown (in a
per gram serving size) is in stark contrast to how such food is procured, shared, and eaten.
Thus, the presentation of foods and portion sizes in a more realistic way by community
standards was something we have been keeping in mind. The Ontario Guide to Eating
Sportfish utilizes a length-guide in reference to a whole fish (including organs and bones)
while the figures generated through the biomonitoring study were represented in grams
and only in relation to the meat or protein portion of the fish or game. As mentioned
previously, we chose to transfer the recommended amounts of each specimen and
translate the number of permissible grams per month into a visual representation. While a
caught fish can be easily measured, once the fish is cleaned and cooked the portion size
can be easily related to in reference to a deck of playing cards. Such a visual reference,
we felt, would be more relatable for hunters and fishers who are more likely to eat their
catch in situ. Hunters eat when there is ample food, and they eat a lot – in response to the
question “how many people does a five pound fish feed?” An avid hunter in attendance
at a Heritage Committee Meeting answered “one”. While we are aware that guidelines
and recommendations are not likely to change everyone’s consumption habits, we are
aiming to create an easy and practical way for those who are interested to do so.
Secondly, we were conflicted over how to best visually present the data. Feedback
from members of the WIFN community as well as students at the University of Western
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Ontario revealed a dislike for the “rainbow” utilized by the Canada’s food guide (see
3.51) and much preferred the “my plate” presentation used by United States Department
of Agriculture (see figure 3.52).

Figure 3.51 Recommended Servings. Source: Health Canada 2011

Figure 3.52 USDA’s My Plate. Source: Department of Agriculture 2012

It was commonly expressed that the plain chart used by Canada’s food guide made it
difficult to visualize what was meant by a serving. The visual representation as seen in
Figure 4.44 made conceptualizing a portion easier. As a result, our localized food
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guideline will maintain a visual representation so as to avoid confusion, since it is
impractical to assume people are willing to weigh their food prior to eating.
The third conflict that needed to be addressed in relation to food guides as well as
to the previously mentioned topic of tradition and traditional is what I call, for a lack of a
better term, “food memory”. Food memory refers to an instance where a particular food
can become associated with pain and suffering. In Neni Panourgiá’s Dangerous Citizens
(2009), she gives the example of both garbanzo beans and figs eliciting memories that
some Greeks can associate with torture. This process of turning what was once good,
pure, and healthy into a representative of something bad or negative is a regular reminder
of what once was: in the past an individual could eat these foods without being reminded
of pain and suffering. There is a similarity to residential schools and the food memory
associated with them. For people who have experienced trauma, what some survivors
consider or considered to be torture is difficult to explain to others who may not
understand the context. For example, oatmeal was not a food that Aboriginal children
were accustomed to. For children who grew up eating country foods and then when
forced into residential school, were forced to eat processed foods such as oatmeal, this
was a form of torment or negative associations. The body, not being accustomed to such
food, would have responded and reacted negatively to eating it. As well, the routine of
eating oatmeal daily, the smell, and the texture were all forms of torment involving food
(Darnell September 2010). Besides this physical torment and negative association, those
who survived residential school, like the Greeks who still cannot eat garbanzo beans or
figs, react negatively to oatmeal as it evokes memories of torture, pain and suffering. As
such, when receiving feedback, especially concerning Canada’s food guide for First
Nations, Inuit, and Métis, we were asked why oatmeal was in the guide.
Fourth, spending time in the community garden raised the question of the
importance of medicinal plants. Though they are omitted from mainstream food guides,
long before pharmaceuticals and medicines were synthesized and sold in pharmacies,
knowledge regarding the healing and medicinal properties of plants was widespread. The
relationship between food and medicine is one that is often thought of separately, but
instead it should be considered a continuum. In today’s world where most people are
physically and emotionally separated from the sources of their food, there is a loss of
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knowledge associated with positive, negative, and healing attributes alike. However, in
communities that historically and currently subsist on local flora and fauna, food and its
healing properties become intimately linked to culture and belief systems (Chen 2009:
xi). Medicinal foods are important at WIFN, thus we make reference to them in the
proposed guideline.
Lastly, besides taking into account what would be inappropriate to place in a
localized Walpole Island food guide, it was a challenge to consider what should be
included. Having no background in nutritional science, it would be inconceivable for us
to recommend serving sizes and daily intake values for any food besides the fish and
game that were tested for such values. Instead what made sense in this prototype stage of
development was to list locally available foods and relate them to their known health
associations. This decision was based on research which stated that despite the number of
food dietary guidelines, intervention and changing of the guides in relation to new
research or nutritional data often does not produce effective dietary change (Moreland et
al. 2002). A variety of factors do, however, seem to impact an individual’s dietary
choices, including but not limited to: availability, cost, and knowledge pertaining to the
causative and preventative effects of particular foods. For instance, in the United States in
1985, a change in regulatory policy allowed for food manufacturers to promote and
advertise health related claims on product packaging. This was noted to have produced a
significant amount of change in consumer’s purchasing and eating behaviours (Moreland
et al. 2002). Ultimately, we strived to compile a prototype guideline which can be used
as a baseline for the final Walpole Island localized food guideline. The most important
factor, community input on a prototype, is our next step in the creation process.

3.6 Chapter Conclusions
In this chapter I consider the (re)actions of Walpole Island First Nation in their attempts
at articulating their own community set standards. I explore the notion of community and
reinforce the solidarity apparent in this community in regards to maintaining positive
ecosystem and personal health. Community agency at Walpole Island is enacted through
the collaborative projects initiated by the community for the community. As government
and industry regulations and guidelines are often too broad to be applicable in unique
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circumstances, like that of WIFN’s unique ecosystem and resultant health situation,
community projects like the localized food guideline make sense in that they allow
community participation and (re)action in the face of unfavourable circumstances or
situations.
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Chapter Four
The Policy?
4.1 Chapter Overview
This chapter contextualizes Canadian Aboriginal health policy. Through returning to and
examining post-colonial theory, structural violence, and cultural safety, I demonstrate
that, currently Canada’s political climate is not amenable to positive change and needs
repair. Market and government failures are apparent. I will relate the theory and current
health care climate in Canada with my experience at Walpole Island and in the
Wallaceburg region of South Western Ontario.

4.2 Health and healthcare concerns
As mentioned previously, in recent years the field of Aboriginal health and healthcare has
been of increasingly concern for the Canadian Government; this (fiscally) no longer
appears true. In March of 2012, the Conservative Government of Canada made deep
budget cuts to Aboriginal health initiatives. The government announced austerity
measures that terminated the funding for:
The First Nations Statistical Institute, the Pauktuutit Inuit Women of Canada, the
National Centre for First Nations Governance, the Aboriginal Healing
Foundation, and the National Aboriginal Health Organization (NAHO), which
was Canada's only organisation dedicated to developing common health policies
for all of its more than 600 Aboriginal groups… Since then [March], the Canadian
Government has also cut health grants to the Native Women's Association of
Canada, the Métis National Council, the Congress of Aboriginal Peoples, the
National Indian & Inuit Community Health Representatives Organization, and
Inuit Tapiriit Kanatami (ITK), which coordinates health policies for Canada's
55 000 Inuit. (Webster 2012:2137).
The result is a loss, both financially and in the Aboriginal leadership of capacity to
confront health issues such as tuberculosis, diabetes, hypertension, HIV/AIDS, substance
abuse, and suicide (Webster 2012:2137). These budget cuts to Aboriginal health
initiatives are examples of the structurally violent environment that Canadian Aboriginal
peoples are forced to live in. Not only are they detrimental to Aboriginal health programs,
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but they also reinforce and reassert governmental power over Aboriginal health services
and policies. The result is that healthcare policy and the health of Canada’s 1-2 million
Aboriginal peoples remains in the hands of Federal bureaucrats who are, for the most
part, non-Native.
Alongside governmental interference in the health realm, the Canadian
Government is currently revising legislation to severely limit Aboriginal legal and
economic powers over the exploitation of natural resources on Aboriginal land. Mary
Simon, President of the ITK states:
These cutbacks will severely reduce the ability of Inuit people to participate,
even in a modest way, in the development of policies and programmes aimed at
combating enormous health challenges. This is particularly unfortunate in light of
the attention given by Canadian courts in recent years as to the duty of the Crown
to consult closely with Aboriginal peoples and to seek to accommodate our
Aboriginal rights and interests (Webster 2012:2137).
It is important to note that, while governmental cutbacks and reallocations of money are a
necessity and of the nature of governments, it is difficult for those mindful of Aboriginal
rights to see the justification in these budget cuts in light of increased military budgets
and spending on Arctic petroleum developments. The Assembly of First Nations (AFN)
argues that at this time, with the increase in both Aboriginal populations and prevalence
rates of chronic conditions of diabetes, depression, and hypertension, there should be
budget increases not cuts. The AFN feels that this is just another in a long line of
cutbacks, “which are a systematic effort to dismantle Aboriginal health groups” (Webster
2012:2137).

4.3 Government and Market Failures
From a policy perspective, health and the distribution of healthcare are inextricably
linked to federalism. As mentioned previously, under the Canadian Constitution,
Aboriginal peoples are allocated to Federal responsibility, while jurisdiction of healthcare
remains with the provinces. Such a jurisdictional separation of responsibility has caused
much debate over where responsibilities concerning Aboriginal health actually lie. Some
of the complications lie within constitutionally allocated powers, namely Federal
spending power.
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Today, the Federal spending power gives Parliament the power to pay people,
institutions, or governments for purposes that Parliament does not have the power to
legislate on (Bayefsky 1989). The Federal spending power allows the Federal
Government to encroach on issues that are in the provincial jurisdiction (La Forest 1981).
Federal influence on Provincial matters is influenced by money; whether the Federal
Government provides funding to programs unilaterally or in conjunction with the
Provinces, the point is the same -- money matters. In this manner the Federal influence is
seen in areas of Provincial legislation. Socioeconomic fields such as regional
development, education, and health are all provincial programs subject to federal
standardization and influence (Library of Parliament).
Legally speaking, the issue of the Federal spending power is constitutionally
controversial. On one hand, there is no specific mention of Federal spending power in the
Constitution, Canadian statute, or judicial decision (Hogg 1985). On the other hand, it can
be argued that although spending power is not explicitly stated in the Constitution, it is an
implied power of Section 92.1. Section 92.1, which gives the Federal Government
taxation powers, is said to incorporate the Federal spending power through the use of
federal monies to finance essential national programs such as healthcare (Dreidger 1981).
Prior to World War II, healthcare in Canada was privately delivered. It was not
until 1947 that the Province of Saskatchewan introduced a Province-wide universal
healthcare plan. As one of the Provinces hardest hit by the effects of the Depression,
healthcare resources including hospitals, doctors, and nurses were scarce. In addition, if
able to access healthcare, many Saskatchewanians were unable to utilize it as they were
unable to afford the fee-for-service. In response, Premier of Saskatchewan Tommy
Douglas announced the Province of Saskatchewan’s plan to initiate North America’s first
comprehensive hospital insurance program. Douglas felt confident that Saskatchewan
would be able to demonstrate the feasibility of a program which allowed for Federal
monies to be funnelled to provincial programs. Despite some difficulties in the early
years of implementation, the program survived, and all of Canada benefited from
Saskatchewan’s struggle and perseverance (Evans and Law 1995).
From a public administration standpoint healthcare prior to a universal plan,
represents is a market failure. Market failures, in relation to healthcare, occur when the
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technical property of a good or service makes it difficult for consumers and suppliers to
know or understand the quality of the service they are receiving. In relation to healthcare,
such a market failure is seen in essential physician-provided care. In a public fee-forservice structure, patients are paying physicians based on the type or level of service
being provided. This type of fee structure becomes problematic when either patients are
unable to afford essential care or when physicians try to maximize their net incomes by
only seeing patients with ailments that would bank a higher fee or by providing fast and
inadequate service in order to achieve the maximum amount of patients per work day.
In response to a market failure, a Keynesian government generally steps in to assume
responsibility as seen in the abovementioned Canadian case.
A government failure is a policy term that is used to identify a situation where the
intervention of the government creates a situation worse than the original state.
Government intervention, especially when dealing with goods and services, is often
evoked when there is market failure (as mentioned above) (Bardach 2005:4). The
government failure concerning healthcare is especially apparent in regards to Aboriginal
healthcare. The breaking down of family and social relationships is a problem that
Bardach (2005) deems a private issue but it has become a public problem. This is because
such a break-down is a consequence of government or market intervention.
Hypothetically speaking, if Canada had not promoted its assimilationist policies, then
perhaps the health, economic, and social issues present in Canada’s Aboriginal
populations would not be seen today, or at least not to such an appalling extent.
An example of this can be seen in the fact that many of the people who inhabit
First Nations and Inuit reserves are subject to negative social determinants of health,
some of which include: social status, education, social and physical environments,
culture, gender, health services (Richmond and Ross 2009) that are present due to lack or
inadequate fulfillment of Constitutionally mandated government responsibilities.
Richmond and Ross (2009) reiterate the importance of both the social and physical
environments, and the symbiotic relationship that exists between land, culture, and health.
As indicated by Brice-Bennett (1994) during the 1950’s the Herbon Inuit were relocated
in order to better provide health services. Despite the fact that their relocation was to an
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area in Labrador that was home to other Inuit, the cultural, linguistic, and environmental
differences led to a drastic increase in stress and decline in health:
Not only were families separated by having to live in different communities but
the recurrent deaths of young people, mature adults and also elderly adults—who
were often said to have died from heartbreak over leaving their homeland—broke
the spirit of their surviving relatives and left them traumatized in overwhelming
and silent pain (Richmond and Ross 2009; Brice-Bennett, 1994:17).
The above represents one example, wherein the externalities, or negative and unforeseen
circumstances, as a consequence of the Federal Government’s assimilationist policies are
numerous. Government and market failures in relation to Aboriginal healthcare are
apparent in that healthcare services are not generally available to those Canadian
Aboriginal peoples who live on reserves or in rural areas. Thus basic emergency
healthcare is not available to all reserves or rural communities. Chief Joseph Gilbert of
Walpole Island First Nation speaks to how the abovementioned issue affects his
community:
We have been moved into a system today where our healthcare is dependent upon
the provision through non-Native processes which each have their value, I’m not
speaking against one or the other necessarily, I’m just trying to point out that we
have lost our way of dealing with things and now we are dependent upon
healthcare provision through government process…we’ve already seen a slowness
of response for whatever reason, among the things is that we don’t have 911 here
as yet so that creates a problem on the part of ambulance service coming here
(Gilbert 2009).
Chief Gilbert’s statement reiterates, that both the market and government have failed in
regards to providing adequate Aboriginal Healthcare. Chief Gilbert’s statement reiterates
the notion that if Aboriginal Canadians had been left to their lands and ways of knowing
and doing, there might not be such a heavy reliance of the Aboriginal population on the
Canadian healthcare system. This would be mutually beneficial since the Canadian
healthcare system is not adequately able to service and provide accessible healthcare in
many Aboriginal populations in Canada.

4.4 Post-Colonial Theory
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The issue concerning the Canadian Government and Aboriginal health groups, is once
which postulates the need for post-colonial theory, which gains political strength in its
efforts to promote recognition that politics at this moment in time are (or should be) about
decolonization. Post-colonial theory is important in recovering political and cultural gains
for those groups subjugated by colonialism; however, referents are often criticized for its
exclusiveness. It should be noted that the field of post-colonial theory is centered on
English-speaking imperial centers (Chen1998). Recent work in the field of post-colonial
studies has made it apparent that post-colonial theory traditionally has over-privileged
‘Euro/America-Western-centrism’ (Chen 1998:20). While these shortcomings are
founded and problematic, for the purposes of this thesis, post-colonial theory is an
appropriate, perhaps the most appropriate, theory for addressing structural violence
within the Canadian context pertaining to the use of systemic violence in Aboriginal
health and healthcare.
Edward Said argued “Imperialism consolidated the mixture of cultures and
identities on a global scale. But its worst and most paradoxical gift was to allow people to
believe that they were only, mainly, exclusively, white, or black, or Western, or Oriental”
(Said 1993:336). Because of such exclusivity western colonial and imperialist writings
about the colonies and neocolonies were suspect, as western orientalists romanticized the
white-man’s burden and eroticized alien societies as the “other”. Through Said’s
argument, however, the theory of cultural safety can be linked to the post-colonial
discourse. Cultural safety attempts to redefine the way in which the dominant culture
group is able to dictate Indigenous relations within western post-colonial states
(Anderson et al.:2003).
As mentioned previously, a centralizing feature of post-colonial theory is
embodied in the necessity to deconstruct contemporary political and socio-historical
notions and (mis)conceptions of what is ‘culture’ or ‘race’. In attempting to combat this
issue in relation to health and healthcare, cultural safety, from within the lens of postcolonial discourse, necessitates that culture should be understood as “a complex network
of meanings enmeshed within historical, social, economic and political processes” (Smye
and Browne 2002). By incorporating such elements, those that are often overlooked, into
the interpretation of what culture is, Smye and Browne (2002) allow for progression
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beyond the established understanding of cultural sensitivity. Although there is some
validity to researchers and healthcare practitioners being culturally sensitive by being
aware of various cultures’ practices, beliefs, and values, Smye and Browne (2002)
express concern over the omission of social structures which both affect health and define
the site where healthcare takes place. The culturally sensitive care that cultural or ethnic
groups receive in healthcare facilities is not only deficient but also “may well reinforce
the very problem of paternalistic and ethnocentric care…[they] seek to redress” (Bruni
1988:31). Through such reflection on the theory of cultural safety as reflected in the lens
of post-colonial discourse structural violence can be envisioned as the cause of
ethnocentric discourse that surrounds Canada’s Aboriginal population.

4.5 Structural Violence
Canada historically has been and currently is a structurally violent environment for
Canada’s Aboriginal peoples. Johan Galtung’s 1969 Violence, Peace, and Peace
Research outlines structural violence as a form of violence that is administered
systematically, or indirectly, by everyone who belongs to a particular social order
(Farmer 2010:354). It is a violence based on the systematic methods by which a particular
social structure or social institution causes harm to a population by preventing
achievement of their basic needs. Quality and duration of life are reduced when
populations are politically oppressed, socially dominated or economically exploited.
Structural violence and direct violence are mutually dependent (Galtung1969).
Farmer also dictates that an analysis of structural violence must be both
geographically broad and historically deep. Farmer indicates that globalization has
created an interconnectedness that can no longer maintain a divorce between suffering
and the actions of the powerful. He also reflects on how a deep historical context is
necessary to recall how the suffering of modern day people is founded in a long history of
conflict, domination, and suffering (2010:337).
Besides drawing on politics and economy, the anthropology of structural violence
must also draw on biology in terms of forensic and clinical medicine, epidemiology, and
demography. The removal of these elements from the study of structural violence is
problematic as in order to understand how structural violence manifests itself physically,
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the removal of the physical element from history and social life needs to be addressed
(Farmer 2010:356). On this note, Bourdieu’s concepts of agency can be applied to
structural violence and the removal of biology from historical context. Structural violence
is, as its name suggests, a structuring. It forces agency upon the sick, injured, and ailing.
The enforcement acts as a noose which strangles and determines the way in which
resources (medical resources) are distributed and experienced (Farmer 2010:369).
Structural violence is far more subtle than direct violence. Structural violence
inflicts torment and prolonged suffering on its victims, e.g., through the spread of
infectious diseases. Tuberculosis and HIV/AIDS are the leading lethal infectious diseases
in the world, causing millions of premature deaths per year. Believed to be diseases of the
“third world”, historian Katherine Ott’s Fevered Lives reminds “us” that “tuberculosis is
not resurgent to those who have been contending with and marginalized by it all their
lives” (1996:49).
This invisibility of violent structures to those not affected by them is a long
standing problem. For example, children of marginalized groups are often mistakenly
seen to be genetically disposed toward certain diseases. However, social arrangements
and not biological make-up should be addressed. Structural violence in this example
describes how social arrangements are marked by social inequity and racism. Different or
unequal access of marginalized groups to social arrangements such as education, health
care, medicine, and politics are violent actions perpetrated upon the “losers” of society.
Such violence is structural because these social arrangements are embedded in Canada’s
economic, social and political organization (Farmer 2010:377-78).
Access to healthcare is another consideration affected by structural violence.
Structural violence currently is, and historically has been, a factor affecting the health and
well-being of Canada’s Aboriginal population. While all Aboriginal communities
experience structural violence, an examination of Derek Smith’s The Emergence of
“Eskimo Status”: An Examination of the Disk List System and its Social Consequences:
1925-1970 (1993), permits a historical examination of structural violence and
demonstrates the longevity with which the Canadian government has inflicted such
violence upon Aboriginal people. This assessment acknowledges structural violence in
Canada concerning the economic, political, and healthcare structures in relation to
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inadequate Aboriginal services. This inadequacy reiterates the violence inflicted upon
Aboriginal populations and demonstrates the need for the mechanisms of cultural safety.
Smith’s (1993) work examined the period of 1925-1970. Beginning in the 1920s,
lifestyle changes and epidemics such as tuberculosis caused the Canadian government to
10

become increasingly aware of the Inuit . During this time period as well, a dispute
between the province of Quebec and the Federal Government arose concerning the status
of the Inuit who were not at this time deemed as ‘Indians’, so that it was unclear which
jurisdiction should take responsibility for them. During the early half of the twentieth
century, the Inuit had only peripheral interactions with Canada. However, during the
Great Depression situations arose where a jurisdiction, either provincial or federal, was
required to provide social assistance (Miller 2004:38-39). During this time period also the
Federal Government and Indian Affairs were enforcing involuntary enfranchisement in
attempts to unmake as many Indians as possible. Considering that the Federal
Government was in the process of unmaking Indians, it is surprising that the outcome of
the jurisdictional issue pertaining to the Inuit concluded with all Inuit obtaining Indian
status (Miller 2004:38).
During the Second World War Canada’s military presence moved into the North
and the Canadian government was forced to turn its attention to the Inuit (Miller
2004:39). In 1941 the Northwest Territories Coucil agreed to adopt an identification
system in order to facilitate maintenance of all Inuit people. Such a form of identification,
it was proposed, would allow for more accurate record keeping in relation to “hunting,
education, hospitalization, and relief” (Smith 1993:41). In order to facilitate such record
keeping, numbered identification disks were supplied to the Inuit population. The purpose
of the disks was to simplify the identification process for the purpose of government
record keeping. Even though the Inuit kinship system bears a striking resemblance to that
of euro-american kinship systems, the way in which the Inuit identify themselves was
incomprehensible to the non-Inuit government officials. As such, the disk system was put
into place as an alternative to the western system of given names and surnames (Miller

10

The term Eskimo was used to represent the Inuit prior to 1990 (Miller 2004:37). However, I will maintain the use of
the term Inuit throughout this thesis.
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2004:39). Although the purpose of the disk system was to facilitate a simplified
identification and record-keeping system, the disk system ultimately represents an
egregious form of labelling and structural violence on behalf of the federal government.
Pierre Bourdieu’s (1989) concepts pertaining to “modes of domination” are quite
relevant in this example. Bourdieu’s concept of symbolic violence (which is usually
concurrent with structural violence) includes actions that have discriminatory or injurious
meaning or implications, such as gender dominance and racism (Bourdieu 1989:191-6).
The Eskimo Disk List System exemplifies this symbolic violence as it represented a
euphemism for violent governance; the disks come to stand for the whole system of
oppression, as oatmeal did in residential schools. Galtung (1980) maintains that a
distinctive aspect of imperial structures is that structural violence is represented not in
“person-to-person” violence, but “structure-to-person” violence (67-8). The effects of
such structural violence are most commonly represented in the net effects of social,
economic and political structural relations. Examples of such effects may include:
disparity of employment rates, poor health, impoverishment, and reduced access to
education (Smith 1993:45). These examples, and more, are all documented realities for
the inhabitants of the Arctic. The Eskimo List Disk System played an instrumental role in
the structural violence that was experienced and still persists today among Canada’s Inuit.
Similarly, Carmela Murdoccca, There is Something in That Water (2010),
presents a case study and analysis of water contamination issues in Kashechewan,
Ontario. Through an inquiry into the way water contamination in one Aboriginal
community was handled by the local and Federal Governments, this article addresses the
process of ongoing colonialism in Canada. She characterizes “racial governance” in terms
of the reigning colonial power putting the blame on the Aboriginal people of the
Kashechewan community for the social and health problems that exist among them today.
Three features are relevant to the water crisis: historical forms of legal violence, symbolic
forms of representation, governance of race in liberal democracies. Recognition of the
importance of the case study approach when examining legalized forms of violence is
clear. By examining connections between race, nationalism, and legal violence, this
article explores the ways in which biopolitical (style of control that regulates through
biopower –the application and impact of political power on all human life) forms of racial
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governance require First Nation analysis that links legal violence to historical and
symbolic forms of representation.
Such a highly publicized collapse of fundamental well-being within a Canadian
community prompted responses from the Federal Government, which can only be
described as racial governance. The official government report concerning Kashechewan
was delivered by Alan Pope, who compiled the report on behalf of the Ministry of Indian
Affairs and Northern Development. The purpose of the report was to provide an overview
of the situation and develop recommendations for the community. Instead the report is
written in a discourse of “us” and “them”. It reiterates the inability of Aboriginal people
to be self-governing or self-sufficient and fails to mention Kashechewan’s colonial past,
or its forced relocation (Murdocca 2010: 385-6). The discourse of the report is
imperialistic and othering, Pope pronounces that “occupants (have) no sense of
responsibility for their own living conditions and have a low value placed on education”
(Murdocca 2010: 387).
Farmer’s (2010) argument supporting the manifestation of structural violence as
directly linked to communities and the resources that sustain them is illustrated in the
Kashechewan case. “[S]tructural violence that is central to colonial projects suggests that
forms of racism and degradation become techniques of colonial and economic projects
insofar as they contribute to manufacturing people, communities, and geographical areas
as “slow dying”/decaying subjects or spaces” (Murdocca 2010: 395). Racial and
structural violence represented in the Kashechewan case show that western colonialism is
still relevant in Canada’s legal treatment of the relationship between First Nations and
water. In 2000 and 2003 at the World Water Forum, Canada refused to declare water as a
human right (Murdocca 2010: 397). This action by Canada represents the continued
execution of structural violence in relation to water and sanitation in Aboriginal
communities.

4.6 Cultural Safety
Moving away from the background concerning the continued legacy of colonialism and
structural violence, I next address the theory and applicability of cultural safety as a
response to structural violence; cultural safety will be applied to various existing
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problems in the areas of health relating to: education, clinical practice, research, and
policy. The term cultural safety was developed in the 1980’s in response to the Maori of
New Zealand expressing their discontent with the health and nursing care that they were
receiving. The theory of cultural safety reflects and upholds the Indigenous political
model of self-determination and de-colonization (Papps2005). Cultural safety is a
response, in part, to the cultural inappropriateness and insensitivity of health services for
Indigenous persons.
Biculturalism represents a fundamental element of cultural safety. Biculturalism
contrasts to multiculturalism in so far as it allows for emphasis on the primary position of
the Indigenous (or original) people of the land in relation to all consequent arrivals
(Polaschek1998). Such a position contrasts to a multicultural one that disregards power
differentials among various ethnic or cultural groups. A fundamental principle of cultural
safety is the recognition that the people who receive the care are the ones who decide
what is culturally safe or unsafe (Papps and Ramsden1996) This power shift removes
ultimate control from the healthcare providers and relinquishes authority to the
consumers of healthcare. Healthcare can be deemed unsafe if “the patient is humiliated,
alienated, or directly or indirectly dissuaded from accessing necessary care” (NAHO
2006). In line with this view, on the one hand, culturally safe practices can be recognized
as actions and behaviours that respect, recognize, and foster the distinctive cultural
identity of Indigenous peoples, and safely meet their expectations, rights, and needs. On
the other hand, unsafe practices and cultural risk occur when actions and behaviours
weaken, humiliate, and disempower the distinctive cultural identity and well-being of an
individual (Whanau Kawa Whakaruruhau 1991). Healthcare discourse tends to ignore
complex connections between health and healthcare, the colonial legacy, and relations of
power and history. This ignorance perpetuates negative stereotypes or innate biological
inferiority of Indigenous people and their health issues as stemming from lifestyle or
cultural differences. Cultural safety allows healthcare providers to move past such
discourse and view health and healthcare through a new lens.

I.

Education

Bekeris 81

Moving beyond the general scope of cultural safety, its applicability will next be
examined in relation to the education of healthcare practitioners. Cultural safety is
supported by the notion that education of healthcare service providers can restore the
health inequities of Canada’s aboriginal population by refocusing healthcare practitioner
attention away from the individual toward the community, and focusing on power
differentials that are inherent in the educational structures and within the healthcare
system (Ramsden 2000). This power differential is exemplified in the experience of
Maori nursing students. Cultural safety, in part, emerged from nursing students who
perceived the nursing educational system to present an assault on their Indigenous
identity (Gregory and Barsky 2007). This concept can be extrapolated and applied on one
hand to other healthcare providers such as doctors, dentists, and medical/dental
professors, who have been trained, or train, in western bio-medical institutions, also, on
the other hand, to Indigenous persons, who may seek services from these healthcare
providers, and are forced to do so at cultural risk.
The Aboriginal Nurses Association of Canada (ANAC) recognizes this disparity,
and asserts that educational institutions that foster the learning and practicing of health
and healthcare need to facilitate culturally safe learning and practices for both Aboriginal
and non-Aboriginal students. It is by ensuring culturally safe practices within the
curricula that cultural safety can begin to be seen in practice within health care facilities
and by health care providers (ANAC et al. 2009). In recognition of what is currently
taught to healthcare students concerning the treatment of various cultures or ethnic
groups, this paper will explore the shortcomings of cultural awareness, cultural
sensitivity, and cultural competency.
Cultural awareness is the most rudimentary form of cultural acknowledgment.
Cultural awareness is the recognition without value judgement that there is difference
(ANAC et al. 2009). Cultural sensitivity builds on cultural awareness and maintains the
recognition and respect for difference. Lastly, cultural competency evolves from the
previous two forms of cultural awareness and focuses on the development of skills,
attitudes and knowledge of the practitioner (AFMC 2009). While all three of these forms
of cultural awareness are important predecessors of cultural safety, and have provided
contributions to our understanding of how to attend to patients of different cultures, they
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all are severely limited in their practical capabilities. Two main limitations to the
previous three approaches are: the minimizing of a complex issue into a series of ‘do’s’
and ‘don’ts’ for healthcare practitioners to follow, and most importantly the omission of
the fact that medical factors or concerns are not always of central importance to certain
cultural or ethnic groups (AFMC 2009).
The concept of cultural awareness, within the healthcare context, is ever evolving.
However, cultural safety is important when applied to education in that it promotes selfreflection. This fundamental skill is paramount for healthcare practitioners and educators
as self-reflection is a necessary prerequisite to form trust or a bond between patient and
practitioner. This concept is further reflected in the following section on clinical practice.

II.

Clinical Practice
Clinical practice involves not only the creation and education of self-aware

healthcare practitioners, but the applicability of culturally safe practices to patients. It is
through their education on cultural awareness that healthcare professionals are able to
maintain and enforce culturally safe objectives. Considering the contrast between the
western biomedical model of understanding pertaining to health and the Indigenous
holistic model of understanding pertaining to health, healthcare providers need to
recognize that these worldviews do not represent a right or wrong way of perception; they
are merely different. Health, disease, illness and healing are not perceived in the same
way by all people. Socio-cultural experiences impact health, and by ignoring social
factors to concentrate on the physical, there is a risk of deterring a diagnosis or treatment
(Wilson 2006). As discussed above, the omission of pertinent factors which link culture
and health are partially to blame for the low admission rate of Aboriginal people to
healthcare facilities (Browne et al. 2005).
In addition, research has concluded that historical stereotyping has caused
emotional and psychological damage among Aboriginal people, women in particular,
who either have been or are afraid that they will experience racial stereotyping in
healthcare facilities (Browne and Fiske 2001). Due to historical legacy the western
biomedical model of healthcare that is provided in healthcare facilities deters Aboriginal
people from utilizing its services unless absolutely necessary. Such culturally unsafe

Bekeris 83

conditions place Aboriginal people at risk for traumatisation or re-traumatisation (Smye
& Browne 2002). Ability for a healthcare provider to acknowledge and deconstruct the
power imbalances that structure the patient-practitioner relationship can be characterized
by such attributes as trust, humility, honesty, and empathy (Ramsden 1992). However,
beyond biomedical treatment and personal person-to-person relationships is the
acknowledgment of the broader social, political and economic factors that affect
Aboriginal health.
In terms of my own experience, a culturally safe approach to health and health
care appears to be needed. While there are various forms of health and wellness care
available at Walpole Island, which will be discussed later in this chapter, there appears to
be a resignation to inevitable illness in the community. At this time, it is unclear to me if
this resignation is in relation to the symbiotic connection Walpole Island residents feel
toward an ailing ecosystem or if the root cause is related to how Indigenous persons
perceive and are treated when they seek medical care. Time restraints prevented me from
pursuing further research into this issue, however, I feel as though it is one which
deserves further investigation.
III.

Research
Traditionally, the biomedical method has been used to biologically ‘prove’ the

genetic inferiority of the Aboriginal ‘race’ in comparison the standard set by western
society. Within this form of ‘research’ Aboriginal people were objects to be researched
on, and not people to be researched in collaboration with. Absence of Aboriginal input
pertaining to the type of information collected, resulted in Aboriginal people scoring
inadequately low in relation to such variables as health, social and economic well-being.
Such publicised results have furthered stereotyping of Aboriginal people as the inferior
“other” (Smye and Browne 2002). The cultural safety theory provides direction for
researchers to draw attention to a greater variety of experiences. Historical, collective,
individual, and oppressive experiences allow culture to be expressed in relation to the
current social location of an individual (Dyck and Kearns 1995). In order for researchers
to participate in culturally safe research an acknowledgment of power differentials
coinciding with the researcher-participant relationship needs to be addressed. By building
an equal partnership, power differentials can level out and ongoing partnerships with
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individuals and communities can be established (Duran & Duran 2000).
In relation to my own research experience I noted a significant observation. There
is a paradoxical preference placed on biomedical research and the resultant quantitative
data it produces. The paradoxical element is apparent in that subjective research, or the
implementation of a theory such as cultural safety, is more open-ended and
accommodating to various socio-cultural factors and therefore more culturally
appropriate. However, in terms of sitting at the table for discussions concerning the
articulation of standards with government and industry officials, the common language is
that of biomedicine and science. I feel that such an attitude of favouring quantitative
research makes it difficult for a holistic balance to be maintained while conducting
research.

IV.

Policy
Health policy can be critically examined under the lens of cultural safety. Cultural

safety as a framework can be used to reflect upon current healthcare policies and
practices and demonstrate ways in which they are failing to respond to the unique
Aboriginal situation. Unique situations can be seen through the intergenerational trauma
resulting from residential schools and histories of violence; situated historical trauma and
violence such as these place many Aboriginal peoples at risk for cultural harm (Smith et
al. 2005). In her 2004 dissertation study Smye introduces the concept of an embedded
“assimilationist ethos” and concludes that it is perpetuated by the predominance of
psychiatry in the mental health system. Psychiatry reveals the embeddedness of
biomedical discourse and its attendant ideologies that have shaped the western medical
system while rendering less dominant groups voiceless. Such a mentality places
Aboriginal people at risk for not having their healthcare needs met.
Continuing in this vein, Smye (2004) uses the theory of cultural safety to critique
policy decision-making. Cultural safety thus provides the discourse for difficult questions
to be asked pertaining to the “rightness” of policy decision. How will Aboriginal people
benefit? Will Aboriginal groups be permitted to partake in Regional Health Authority
decisions? Does this policy disadvantage Aboriginal people in anyway? Does this policy
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promote self-governance? Questions such as these seek to acknowledge the voices of
Aboriginal people themselves, as opposed to policy makers who are speaking on behalf
of Aboriginal people by espousing potential benefits of a particular policy. Whether or
not Aboriginal people are actually involved, or whether their involvement is merely
symbolic is important. Levels of involvement can help to reveal a particular policy’s
agenda (Syme 2004). By examining more deeply the injustices embedded within
political, economic, and social processes which in turn affect healthcare of Aboriginal
people, cultural safety becomes an interpretive lens for addressing and analyzing policy.
An example of the need for cultural safety can be seen in Loppie Reading and
Wien’s Health Inequalities and Social Determinants of Aboriginal People’s Health
(2009) , in which statistics are used to demonstrate that the Inuit are Canada’s most
disadvantaged Aboriginal group. The Inuit have the highest percentage of their
population living in overcrowded housing conditions and achieving less than a high
school education. As well, tuberculosis has been an ongoing health problem in Inuit
communities for many years. The need for culturally safe health care is also demonstrated
by Helle Møller (2010). As previously referred to, Møller examines the prevalence of
tuberculosis in Nunavut and suggests that the Inuit experience with healthcare in that
region may be the cause of such a high incidence rate. In 2005, Møller indicates that there
are 30 times more cases of active TB in Nunavut then in the rest of Canada. The Public
Health Agency of Canada's data shows that Canada is among countries with the lowest
range of TB incidence. Canada records among the lowest number of reported cases of TB
in the world, yet in Nunavut there is a concentrated incident-rate of 150 per 100,000
(PHAC 2010).
Tuberculosis is challenging because there is a general perception that it is gone,
making health and policy implementation more difficult. The Inuit present a specialized
circumstance since in Canada's far North small communities are spread across a vast
region. Inadequate housing, poor diet, and difficult access to health care have caused TB
to flourish in northern Inuit communities. TB, if diagnosed early, can be treated
effectively, however these unique circumstances create a challenge for such
implementation. Thus, it is imperative that a separate strategy be created for the Inuit. TB
will not be eliminated until housing and food security is improved and health care is more
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accessible (Tester and McNicoll 2006).
Health Canada’s National Tuberculosis Elimination strategy: First Nations, Inuit,
and Aboriginal Health states the following:
Through the Canadian Tuberculosis Committee, the Government of Canada
remains committed to supporting and working with communities, provincial and
territorial health care systems, scientific experts and all TB partners to assist in the
reduction of TB by developing scientific, evidence-based advice regarding TB
prevention and control in Canada's Aboriginal populations (Health Canada 2010).
This declaration is evidence of structural violence. Such a written statement is an
example of systemic policy forcing action upon people in a way which is not culturally
safe. Science and hard evidence is reiterated in the above statement as the method the
Federal Government will use to eradicate TB in Aboriginal communities. Western
biomedical models have tried and failed in the past; and while there are no easy answers
to cure such a complex problem, cultural safety as a theory and applied as a method
provides a post-colonial framework for examining the power relations that remain as a
result of colonialism. The idea of cultural safety allows for an Aboriginal perspective
concerning health and healthcare as well as the social, political, and economic factors
which shape (or should shape) healthcare perspectives and facilities (Smye 2004).

V.

Applicability in Canada
Cultural safety in practice has not been widely applied or enforced outside of New

Zealand, its birthplace. However, Dyck and Kearns (1995) assert that cultural safety is
transportable, especially in relation to how research methods can be transformed by it.
Despite numerous differences between the Maori in New Zealand and Canada’s
Aboriginal populations, the health consequences facing both of these Indigenous groups
have been negatively affected by the effects of marginalization and colonization.
Colonization, which has enforced structural violence and poor health through systemic
political, economic, and social structures, can be combated with cultural safety.
While the overall goal in enforcing cultural safety is health development for
Indigenous groups, it is important to note that cultural safety is not a panacea; problems
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arise and/or too much is taken for granted. The cultural safety model involves the mutual
finding of “caring spaces” that are rights orientated and equality seeking (Stout and
Downey 2006:327). First, in Canada, these “caring spaces” are problematic as some
Canadian Aboriginal peoples as well as some health care professionals are advocating to
have the historic traumas that have been inflicted on them and their familial generations
defined as a disease. This is problematic because at the same time, the biomedical model
of health has been placed under scrutiny. Such a state of flux elicits caution that currently
cultural safety should be available only with a pathological label as its price tag.
Second, cultural safety poses an inherent tension between the totality of oneself
and the totality of one’s environment which affects both Indigenous people and some
health professionals. For nurses, professionally there is a risk of being ‘dumbed down’
especially when providing care in remote areas. For Indigenous peoples, the
understanding of alternative forms of treatment and traditional forms of healing may
seem unconventional or counter-productive to the nurses or doctors (Stout and Downey
2006).
Third, the emphasis of culture as a determinant of health tends to be
overstressed both by nurses and Indigenous peoples. This position thus negates the ability
of poor health to be a factor of any other or combination of health determinants.
Lastly, cultural safety attempts to place Indigenous people in a primary role
concerning their own healthcare. However, this role is perceived differently by
Indigenous peoples and by healthcare providers. The latter, “have to grapple with the
‘cellular knowledge’ possessed by Indigenous people as a result of living their traditions
and customs. Indigenous people are knowers, doers and givers of health and healing and
so must be respected as their own witnesses in encounters with nurse clinicians, managers
and researchers” (Stount and Downey 2006:326). Relatedly, for Indigenous people, there
must be an acknowledgement of biomedical knowledge beyond the realm of their own
inherent knowledges concerning health and healthcare. A mutual acceptance of each
party’s expert knowledge is necessary for cultural safety to be effective.
For cultural safety to be effective in Canada, practically and politically, it needs to
be involved on three different levels – participants/patients, healthcare services/providers,
and governmental bureaucrats. The concept of cultural safety was developed by, and
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most often employed by nurses; however, increased awareness of cultural safety is
affecting all levels of healthcare provision. This is in combination with a grassroots or
bottom-up approach which will reveal the important or imperative issues, as deemed by
Indigenous peoples, while a top-down approach will emphasize the roles the high level
decision makers “need” to make (Stout and Downey 2006: 328). It is important that all
three levels are utilized if there is any chance for cultural safety to be implemented in
institutions in Canada.
Two of the most common issues that would benefit from a multi-level cooperation
as suggested above, are the definition or re-working of the term “health” and the use of
the term “Aboriginal”. In relation to the former issue, is the contrast between the
Western biomedically-centered understandings of health and many Indigenous
worldviews, which support holistic concepts of health and illness. Health care providers
who are only attending to the physical aspects of the illness without exploring the sociocultural dimensions that impact health and well-being run the risk of hindering positive
health experiences and outcomes. Loppie Reading and Wien (2009) suggest that
Aboriginal health is intrinsically linked to physical, emotional, mental, and spiritual
dimensions; this cohesive link represents an important and distinct connection between
social determinants of health (overcrowding, income, education, alcohol abuse) and the
abovementioned intangible dimensions of health. This is particularly important since
among Indigenous persons physical, emotional, and spiritual dimensions are largely
affected and influenced by social determinants of health. Loppie Reading and Wein
(2009), theoretically contend that proximal, intermediate, and distal determinants of
health are intersecting dissimilarities that span the life course and cause health
inequalities. Loppie Reading and Wien (2009) put forth that disparities between the level
of health concerning Native and non-Native people have created a need to address the
approaches to Indigenous health in a different manner.
Additionally, and in relation to spirituality as an important factor in health,
healthcare, and healing, I must consider the colonizing effects of government when
religion/spirituality is tampered with, and when western biomedicine is forced into a
community. Waldram’s The Way of the Pipe (1997) depicts spirituality and healing in the
Canadian penitentiary system. Since the 1980’s Indigenous offenders have been seeking
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to exercise their right to freedom of religion, to be allowed to practice their spirituality
while incarcerated in jail and by means of their spirituality, heal themselves as well.
Waldram (1997) argues that colonizers have identified religion as a fundamental factor in
cultural existence. To eradicate or alter a culture’s religion will produce the colonizer’s
desired results though often with unintended problematic consequences. It is perhaps
because of this logic that other inmates were permitted to practice their various religions,
but Indigenous inmates were denied the right to do so.
Waldram critiques the Canadian Government’s position that implies Indigenous
spirituality and Christian faith are equal. Indigenous spirituality is not a practice that can
be constrained by time like a Christian church service held regularly on Sunday
mornings. As well, Indigenous spirituality involves a connection with the outdoors that
cannot be regulated into a weekly time schedule. Besides the issue of time and location,
there has also been the issue of discriminatory treatment. Religious leaders from other
denominations can enter and exit the prisons unmolested. However, Elders who enter the
prison for spiritual meetings are subject to search of their spiritual belongings. Waldram
(1997) suggests that it is because of the unpredictability of Indigenous spirituality and
persistent discrimination that causes a number of difficulties for the correctional system’s
administration.
Being permitted to practice Indigenous spirituality engages the healing factor as
well. Waldram (1997) compares the healing received from Indigenous spirituality to that
of the prison rehabilitation programs. However, while correctional services recognize that
inmates are permitted to practice their spiritual/religious and cultural values, healing, in a
Eurocentric understanding of the term, can only be provided by licensed practitioners.
This would therefore disqualify Indigenous spiritual leaders, Elders, or medicine
men/women from assisting in the healing process. This indicates a flaw in the
rehabilitation program. Why is freedom of religion accepted but choice in healing or
rehabilitation is not? Spirituality is an intangible and misunderstood element to the
healing process and as such is often, inadvisably, dismissed by bureaucrats and scientists.
In relation to the second issue, the use of the blanket term “Aboriginal”, Loppie
Reading and Wein (2009) address the fact that there are three distinct aboriginal groups
in Canada and while they are similar in their historical and colonial experience, they
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widely differ in how social determinants as well as social and political policy affect them.
As such, the authors identify the differences instead of combining all three distinctive
groups into one generalized group. All Indigenous people have suffered losses, but
because there is diversity among health disparities concerning First Nations, Inuit, and
Métis and in the social determinants of health in various geographical regions.
Advocating the Integrated Life Course and. Social Determinants Model of Aboriginal
Health (ILCSDAH) model, which approaches Indigenous healthcare from a holistic
approach, is a step in the right direction because traditional Indigenous healing involves
looking at the overall well-being of the person, not only addressing the symptoms or the
illness. However, to the detriment of Aboriginal patients, spirituality is a factor which is
not often employed in western medicine, due to its subjectivity (Loppie Reading and
Wein 2009).
The potential for implementation of cultural safety in Canada is both challenging
and opportune. The application of cultural safety could act as a balm for the vestiges of
historical mistrust that remain between Aboriginal communities and scientific
researchers. Cultural safety, while not a panacea, might improve the current Aboriginal
healthcare climate. By acting as a moral discourse, it works to decolonize and not to
reverse, but to cease the continuation of structural violence on Canada’s Indigenous
population.

4.7 Access to Healthcare
Logically, it could be surmised that a lack of access to adequate healthcare is the reason
for the health disparities between Canada’s Native and non-Native populations; however,
this is not strictly the case. The two contributing factors to health disparities between the
populations are ineffective and culturally inappropriate treatments and inability for
Aboriginal persons to seek out and access existing healthcare facilities and services
(Wardman et al. 2006).
In a 2006 study accessing the overall health status of British Columbia’s [BC]
Aboriginal population, both on and off reserve, Wardman et al. (2006), found that over
half, 58.4 percent, of the study’s participants indicated that they seek medical care from a
primary physician, while 22.2 percent indicated they used walk in clinics or emergency
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services for their primary care. A small percentage indicated that they solely utilized a
traditional healer for their primary care, while 78 percent indicated that in conjunction
with their primary western medical care they participated in some way -- physical,
mental, spiritual, or emotional (whether through traditional medicines, sweat lodge,
ceremony, etcetera) -- in traditional healing practices.
The physical access to, as opposed to the utilization of, healthcare was described
by Wardman et al. (2006) as manageable, despite the need to travel off reserve or out of
town to receive them, by 86.1 percent of respondents. Those that disagreed and felt that
access to primary health services was difficult or unmanageable cited “lack of
transportation, a lack of knowledge of where to seek services/what available services
were, fear of racism and being uncomfortable in a health care setting” (Wardman et al.
2006:5). However, these responses are only in relation to primary health care services.
Access to and utilization of specialists, dental health services, and mental health services
were reported as being difficult or unmanageable to access (Wardman et al. 2006).

I.

Applicability to Walpole Island First Nation
Interestingly, in relation to the above study, the biomonitoring study performed at
Walpole Island by the University of Western Ontario’s Ecosystem Health Team in 2006
revealed a similar overall perception of access to and utilization of healthcare. Almost all
of the 57 volunteers reported using western medical care as their primary sources of
healthcare. Quite similarly to the Aboriginal population surveyed in BC, residents of
WIFN needed to travel in order to receive their primary care and used a combination of
family physicians and walk-in clinics. In addition, the Walpole Island community
members also maintain that there is a deep spiritual connection between health and wellbeing. A number of volunteers reported using traditional medicines or healing practices in
combination with their use of western medicine (Bend et al. 2010).
Locally, two locales on Walpole Island service the health of WIFN community
members. Firstly, the Walpole Island Health Centre is the sole full-time healthcare
facility; the health centre is staffed by nurses and Community Health Representatives
(CHRs). These healthcare providers are trained in various physical and mental healthrelated areas and provide education and preventative care, as outlined in the Health
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Centre’s mandate. Stephens indicates that services rendered at the Walpole Island Health
Centre include:
prenatal classes, pre and post-natal nutrition programs, home visits, health
screening (hearing, vision, speech, dental, blood pressure, blood sugar), school
health screening and education on nutrition, dental care, hygiene, sex abuse
prevention, smoking prevention, safety, rabies awareness, sexuality and sexually
transmitted diseases, immunization clinics, contact tracing of communicable
disease and family planning (2009:98).
In addition to the above listed services, the WIFN Health Centre keeps and maintains the
health records of those WIFN community members who seek services at the Health
Centre. In relation to the biomonitoring study, these health records have allowed access to
the medical history of those community volunteers who also had been tested for mercury
in 1976 (Bend et al. 2010). From a personal or community standpoint the presence and
maintenance of historic health records can allow for better tracking of health in relation to
services received.
These health services, while incredibly important, are however, limited by the
lack of a physician or dentist employed at the Health Centre. This implies that for
diagnostics, prescriptions, and treatment of chronic illness one would need to seek
medical services in a nearby city or town (Wallaceburg, Sarnia, and Chatham), which is
sometimes difficult for those community members without transportation. In response to
this hindrance in accessing healthcare from a physician, in the spring of 2011 a walk-in
clinic was built inside of the Walpole Island Pharmacy, located in the Thunderbird Mall.
Dr. Forbes, a pediatrician, staffs the walk-in clinic three days a week.
I was originally optimistic that this initiative would be positively received.
However, three months after the Walpole Island Walk-In Clinic open its doors I had the
opportunity to speak with an employee. In response to my asking if the clinic was busy,
she replied:
No, not really. Those who have family doctors use those and many people don’t
go to doctors at all until they are really sick. That’s just the way people think here.
Prevention goes a long way but it is hard to change people. Preventative medicine
would be a logical solution to people not fond of seeking medical services…but it
is difficult to change people’s habits and traits (July 2011).
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This response was a surprise to me, based on the geographic distance between WIFN and
the nearest doctor, walk-in clinic, or hospital I felt certain that a localized medical facility
would be well utilized. The negative or unresponsive reaction from WIFN community
members I feel is related to the newness of the facility and of Dr. Forbes. Time will tell if
the lack of use of the facility is related to unfamiliarity or another cause.

II.

Applicability to Wallaceburg, Ontario
Wallaceburg, Ontario is the nearest town to Walpole Island First Nation and is

located approximately nine kilometers from the entrance to the island. In town, where
most Walpole Island residents receive their health services, there are numerous family
physicians, walk-in clinics, as well as a hospital. While visiting the Sydenham Hospital in
Wallaceburg, I had the opportunity to speak with one of the doctors who has been
working at this hospital for just over twenty years. During our discussion I was informed
of an important event which recently, since 2009, had affected people’s perception of
access to healthcare.
On January 26, 2009 Hay Group Health Care Consulting released a final report on
behalf of the Erie St. Clair Local Integrated Health Network (LIHN) which recommended
the closure of the Emergency Department (ED) at the Sydenham Hospital in
Wallaceburg. The reason given for the recommended closure stated:
The combination of low visit volumes, difficulties with recruiting and retaining
medical staff, and the reliance on physicians from agencies and/or other
communities to staff the ED, in combination with a physical plant which does not
meet standards, and the lack of on-site access to consulting services make this
EmergencyDepartment nonviable. The current situation will, almost certainly,
only deteriorate in the near future, with increasing difficulties
anticipated in the ability to recruit and retain medical and nursing
staff (Hay Group 2009: 33).
As a result of this report, an enraged local community took up the cause to prevent the
closure of the hospital’s ED. Walpole Island’s chief Joe Gilbert was particularly
outspoken regarding the closure of the First Nation’s closest hospital:
This is a very important issue for our community. The Wallaceburg hospital is the
closest health care facility to our community and is the one most often used by
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our residents. We don’t feel that the Chatham or Sarnia hospitals could handle the
additional influx of people if the Wallaceburg ER or the entire hospital were to
close...It is a right of residents on Walpole Island to have access to proper health
care…. By the time an ambulance comes out here, especially for critical incidents,
the extra travel time to travel to Chatham or Sarnia would be very key, in my
opinion it is not common sense. Both the Chatham and Sarnia hospitals already
have lineups for wait times (Gilbert 2009).
In addition to the above, Chief Gilbert emphasized that to close the closest Emergency
Department to Walpole Island would be to violate treaty rights:
Our health care is now divided between the governments, under the Constitution
of Canada the Aboriginal treaty rights of First Nation are affirmed and
recognized, and to me what is in section 35, is everything that was there before
European contact, because those are our, as they refer to as our Aboriginal rights,
our national rights before contact, because we were nations. The treaty rights are
those that are entered into in the treaties we sign with the Government and a lot of
that’s ignored. And in recent court decisions the whole issue of anything that
impacts on our rights, we have to be consulted and accommodated and one part I
didn’t address Monday night, which I thought of on my way to Toronto, was that
we have to give our consent. And so with this process we have not been
consulted. LIHNs the whole move toward LIHNS, we were notified of it we had
our somewhat input into it and we expressed concern from the very beginning.
What we viewed is a centralizing of services or health care provisions which
isolates communities and individuals that is a problem for everyone involved so
we lodged concerns (Gilbert 2009).
In response to Chief Gilbert, as well as concerned and outraged citizens of the
Wallaceburg region, the Erie St. Clair LIHN announced on May 29th, 2009 that they
would not be proceeding currently with the Hay Group recommendation of shutting down
the Sydenham Hospital’s ED (Erie St. Clair LHIN 2009). This situation is one in which
the residents of a community were able to articulate their dislike for the standards set and
decisions made for them, not with them, by a governmental agency.
The doctor I spoke with, who is also a Wallaceburg resident, was pleased with the
reversal of the decision to close to ED as well as the passion and outspokenness by the
WIFN community. When asked about the relationship between Walpole Island and the
Sydenham hospital he replied:
I feel that this hospital and staff have a good relationship with the Walpole Island
community members who use it. Any issues are often singular cases and all
complaints are dealt with swiftly and seriously. I believe that healthcare facilities
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near reserves are likely to have a better relationship, one that is more tolerant and
understanding of common First Nation ailments. I have witnessed and heard of
stereotyping and ill-treatment in healthcare facilities where there is not a large
native population because isolated cases likely further such stereotypes…Walpole
and Wallaceburg have high levels of drug and alcohol abuse. It is not isolated to
Walpole. In fact I believe Wallceburg is worse. Because of this fact, I believe
there is less stereotyping here (August 2011).
While Chief Gilbert’s advocacy for the preservation of the Sydenham hospital’s ED may
not have been due to the quality of serviced rendered by the facilities healthcare
providers, it is evident that on the patient and healthcare provider level, there is a
consensus for having the ED remain open. Should the policy decision to close the ED
have happened, or should this decision be revisited in the future, the consequences of
such a structurally violent decision will have a significant impact on the health and
wellness of the Walpole Island First Nation community.

4.8 Chapter Conclusions
In this chapter I visited “the policy” and examined the governmental and theoretical
structures that are currently in place to dictate the articulation of standards for Canada’s
Aboriginal populations. I iterate the current political climate and healthcare concerns
which have very recently changed for the worse. Consequently, I review how postcolonial theory is needed in attempts to decolonize, or at least stabilize, the ethnocentric
discourse. Related to this, I speak to how structural violence can perhaps be combated
with cultural safety on an educational, political, clinical, and research based level, as
well, I attempt to bring cultural safety to Canada, in an applicable way. Lastly, I overview
the accessibility to healthcare services of First Nation peoples on Walpole Island, as well
as in nearby Wallaceburg, Ontario where importantly, there remains an open ED which
presents the option of a healthcare facility, even for those unlikely to use it.
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Chapter Five
Concluding Remarks
My involvement with two different large and on-going projects while completing my MA
research was a welcome challenge that, I feel, nicely brings together the ongoing
pollution and toxicity issues at Walpole Island First Nation and in the St. Clair River
region as a whole with the idea of local or community- based articulation of health and
environmental standards. This is not to say that communities instinctively know what is
best for themselves and therefore should always be permitted to articulate their own set of
standards, but it is to say that communities should have the right to sit at the table in any
discussion concerning those standards and to expect that stakeholders will not merely talk
past one another. Many Aboriginal communities in Canada are subject to environmental
racism and therefore face a unique set of social and ecosystem variables that often render
food and fish consumption guidelines null and void. The Walpole Island community is
one which was able to take control of articulating standards, especially in relation to fish
and game, through collaborative community-based participatory research with the
University of Western Ontario’s Ecosystem Health Team.

5.1 Relevant Application of Needs Assessment and Causal Model
Prior to beginning field work I utilized public health theory and within the framework of
a needs assessment created a causal model (see figure 1.32) to help guide my project
through potential causes and effects. Problematically, while the exercise was useful in
creating a roadmap in which to frame my ideas, the time span of my project was too short
to be able to see any short or long-term outcomes. As well, it is now apparent that even
though this exercise was useful conceptually, it was factually and practically inaccurate.
For example, I speak to WIFN needing to establish an environmental committee, while
unaware of the numerous environmental and industry committees representatives are
either invited to or a part of. Despite this, the intervention phase of the study, the active
engagement with the community in order to develop a localized food consumption guide,
is still in a prototype phase. Once completed, the localized consumption guideline will be
one small part of a larger collaborative intervention needed to improve general health and
wellness at WIFN.
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It is within the literature pertaining to the needs assessment where I mention
Farmer (2005) and his ideas pertaining to structural intervention. Pulling from my thesis
it can be seen that WIFN has astounding strength and perseverance in maintaining an
active role in decision making that affects their community. For example, the outcry from
WIFN regarding the potential closure of the nearest ED represents a community-based
structural intervention. As well, the WIFN initiated biomonitoring study, too represents
an example of a WIFN community-based structural intervention where community itself
is attempting to lessen the effects of structural violence. While there are still many issues
concerning the commoditization of healthcare embedded within the existence of noninsured health services as well as Health Canada and Aboriginal Affairs and Northern
Development Canada (Jenkins August 2012), the activeness of the WIFN community in
the face of structural violence needs to be commended.
Chapter One allowed me to situate and contextualize where I was coming from
theoretically, prior to beginning my thesis project. Historically speaking, research,
anthropological and otherwise, has inflicted irreparable damage in many Canadian
Aboriginal communities. My theoretical framework and interdisciplinary communitybased participatory approach to my thesis project was chosen in keeping with the notion
of working “with” as opposed to “on”.

5.2 Revisiting “the Science” in Standard Articulation
The biomonitoring study at Walpole Island First Nation described in Chapter Two was
enacted because the resident community members felt that their health was negatively
affected due to exposure from industrial and environmental contaminants in their local
food and water. WIFN is extremely active concerning health and ecosystem health. This
project is one of several that Walpole Island has initiated on behalf of the community
over the past decade or so in order to address policy-makers and standard setters in their
own terms or language (often scientific or quantitative). However, scientific claims
rooted in Aboriginality (special relationship both physical, and spiritual, to the land) can
create a paradoxical situation that creates cross-cultural miscommunication.
Ironically standardization, which generally is thought of as objective, in reality is
very subjective and has no agreed upon rules for articulating how standards are made and
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set. From the literature it appears as though the act of standard making is often made
arbitrarily by stakeholders and experts in their fields who have varying political, social,
economic, and environmental agendas as well as their own technical languages which,
whether inadvertent or purposeful, allow everyone to talk past each other.
Through the discussion on standards, I showed that a major issue in relation to
standard setting concerning environmental contaminants in the Walpole Island ecosystem
is that there is little community control in preventing the standards from being breached.
When a ship, legally or no, releases a spill into the St. Clair River there are immediate
negative ecosystem consequences, which occur regardless of standards being set. Such
uncontrollability concerning the surrounding ecosystem disseminates mistrust of
proposed standards set from the outside. In any case, regardless of the claims of science
or social science, there is no “science” to articulating standards.

5.3 Revisiting the (re)Action
In Chapter Three I visit the (re)actions of the WIFN community in regards to industrial
and environmental contamination as well as the inconsistency of available standards
regarding pollution, food guides, and fish consumption. As mentioned in Chapter Two,
Canada and the United States exhibit drastic inconsistencies in regards to accessing,
addressing, and maintaining contaminants in fish and issuing fish consumption
guidelines. These types of inconsistencies and poor standardization make it apparent why
the Walpole Island community has taken health and ecosystem health matters into their
own hands. Using WHO and data created through a systematic review11, through
collaboration with the University of Western Ontario’s Ecosystem Health Team, WIFN
now possesses its own local standards for a biomonitoring baseline (including mercury,
PCBs, and POPs levels), for ecosystem contamination as well as a fish and game
consumption guideline.
In addition to the health and ecosystem health standards, I speak in a renascent
way about the gardening I participated in while completing my fieldwork. And while no

11

The purpose of a systematic review is to sum up the best available research on a specific question. This
is done by synthesizing the results of several studies (Henley July 2012).
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one specifically speaks of resurgence in gardening or gardening being used as a way to
continue eating local foods and being attuned to nature while avoiding fish and game, I
find merit in this observation. I would have liked to have looked further into this
hypothesis in order to obtain a better understanding of the history and continued use of
gardening in relation to other traditional activities. However, time constraints in relation
to this project intervened.
One of the major undertakings of my project involves the creation of a localized
food guide. Community interest in gardening and local food as opposed to “traditional”
foods changed the scope of the project which was originally aimed at the traditional fish
and game, identified by avid community hunters, as being the most popular. I debated the
ideas of tradition and traditional in terms of historically, or archaeologically, traditional
foods and local foods. I feel that this debate speaks to the historical nature of
“indianness” in terms of food grown and techniques used.
Walpole Island’s unique environmental and resultant health issues place it in a
position where generalized standards no longer apply. Because of this uniqueness,
community initiatives like the localized food guideline make sense in that they allow
community participation and (re)action in the face of unfavourable circumstances or
situations.

5.4 Revisiting the Policy
When considering policy in relation to this project, I aimed to consider how top-down
external regulatory committees (industry, provincial and federal governments) create a
structurally violent environment in which the WIFN community is removed from the
decision making process which governs and standardizes permissible toxicity levels in
flora, fauna, water, and humans. When I began this project I hypothesized that a
disjuncture between stakeholder participation concerning the articulation of standards, I
believe, affects the overall health perceptions and beliefs of WIFN community members
concerning the procurement and consumption of traditional foods. However, I came to
find that while the situation is far from perfect, Walpole Island First Nation has worked
hard over the years to gain an invitation to sit at the table for environmental initiatives
that direct policymaking.
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I speak to issues concerning federalism and Aboriginal healthcare in Canada,
focusing on the market and government failures present in the healthcare system.
Additionally, I address the changing political climate in Canada and reiterate how
Aboriginal healthcare issues are of less concern, at least fiscally, then they have been in
previous years. Accordingly, I appraise how post-colonial theory is needed to attempt to
decolonize, or at least stabilize, the current ethnocentric discourse related to healthcare.
Connected to this, I speak to how structural violence can perhaps be combated with
cultural safety; I attempt to bring cultural safety, in an applicable way, to Canada. Lastly,
and on a local front, I overview the accessibility to healthcare services for First Nation
peoples on Walpole Island, as well as in Wallaceburg, Ontario.

5.5 Current Relevance & Future Considerations
Due to time constraints in regards to the completion of this MA program, I would like to
state that independently of this thesis I will be continuing to work with the WIFN in order
to complete the localized food consumption guideline, currently in progress. Professional
and personal integrity as well as ethical research practices dictate my decision, and
remind me of the importance of conducting research “with” as opposed to “on”. Western
research methods involve research theory and methods that strive to maintain objectivity.
Aboriginal ethics guidelines maintain that this is not the culturally appropriate way of
conducting Aboriginal research. According to Smith, “Particular methods within
indigenous methodology have to be chosen in respect to indigenous ethics, explicitly
outlined goals of research, and the considered impact of the outcomes of research on the
particular indigenous people. In the process of disseminating of research results there is a
need for reporting back and sharing knowledge” (Tuhiwai-Smith 1999:15). TuhiwaiSmith’s statement reiterates for me that all research projects have to be thoroughly
considered, not merely as a single contribution to the body of academic knowledge, but
rather in respect of Indigenous peoples’ interests and needs.
On a larger level, it is important for this research to be carried out so that the
Canadian public (including policy makers) understands that Aboriginal communities in
Canada have health problems, but reasons for the ineffectiveness of traditional western
biomedical methods are not well understood. The failings of the traditional Canadian
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healthcare system in Aboriginal communities are great and new methods of addressing
healthcare issues need to be implemented. Anthropologically speaking, this provides an
opportunity to address specific Indigenous healthcare needs and issues as well as license
to evaluate the relationship Health Canada and/or the U.S. Environmental Protection
Agency have as articulators of standards for the Walpole Island First Nations
Community.
The lesson learned in regards to tradition can and should be applied by external
regulatory agencies that look to articulate standards for First Nations communities who
are imagined as static entities. Decolonizing theories, such as cultural safety, can be
applied to education, clinical practice, and research, but most important in terms of
Walpole Island is the application to policy and standard setting. The development and use
of standards is generally assumed to protect and/or improve the life of Canadians.
Standards rely on their ability to transcend boundaries and borders. This however is not
always the case, and often the voices and needs of minority groups are drowned out by
standards which favour the majority. The uniqueness of all Canadian Aboriginal
communities is an identifying element of how various regulatory standards need to be
articulated by diverse actors for themselves. Therefore, while the articulation of
individualized standards is the overall goal for Aboriginal communities, in the interim,
the implementation of a community-based participatory localized food consumption
guide will hopefully aid the Walpole Island First Nation in the continued consumption of
traditional food as well as the maintenance of good health.
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